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Factors Associated with Advance Care Planning Engagement in Healthy Young Adults
Pablo J. Vasquez, PhD(c), MBA, RN, NEA-BC
May, 2022
Abstract
Background: Advance care planning (ACP) is a process that supports individuals at
any stage of health in understanding and sharing their personal values and goals
pertaining current or future medical needs with their families and healthcare providers.
Although ACP is applicable to adults of any age and any stage of the health continuum,
it is widely associated with older or terminally ill populations, and the need for end-of-life
(EOL) planning in healthy young adults is generally found unnecessary. The National
Institutes of Health supports the expansion of ACP research in understudied
populations. Investigating ACP in healthy young adults support such efforts.
Specific Aims: The specific aims were: (1) examine ACP engagement in healthy young
adults, ages 18-25 using a psychometrically validated instrument and (2) explore the
relationship between ACP engagement and demographic and socio-economic factors in
healthy young adults.
Methods: This study is a cross-sectional design using a 30-item questionnaire which
collected demographic and socioeconomic data, assessed prior exposure to ACP and
EOL experiences and used the validated ACP Engagement Survey to measure ACP
readiness. The questionnaire was available online and promoted through social media.
Of the 131 participants, 100 met inclusion criteria (n = 100). A series of independent
samples t-tests were performed, ACP engagement score (ACPES) being the continuous
dependent variable for all dichotomous independent variables. One-way ANOVAS were
performed with ACP as the continuous dependent variable, for any independent variable
with three or more levels. Lastly, a multiple linear regression was calculated where
v

continuous and dichotomous variables were treated as the predictor variables and ACP
was treated as the outcome variable.
Results: Mean ACPES was 2.3 (SD = .90, range 1-5). One variable was found to be
significant (t(98), 4.960, p = .000) for ACPES: those who had ‘heard’ (ACPES M = 2.73,
SD, .961) and had ‘not heard’ ( ACPES M = 1.93, SD = .643) of ACP prior to completing
the questionnaire. The difference between those who had and had not heard of ACP
was significant. ‘Having heard’ of ACP accounted for 30.4% of the score variance.
Conclusion: Overall ACP engagement is low in healthy young adults. Demographic and
socioeconomic factors explored in the descriptive analysis were similar with findings in
prior ACP literature. One significant factor associated with increased ACP engagement
was identified: having had prior exposure to ACP. Future studies with larger samples
and expanded sampling methodology are needed to extend these findings and support
the design and testing of interventions designed to support early ACP engagement in
healthy young adults.
Key Words: advance care planning, young adults, engagement, readiness, health,
planning, end of life, advance directives
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Summary of Study
Background: Advance care planning (ACP) is a process that supports
individuals at any stage of health in understanding and sharing their personal
values and goals pertaining current or future medical needs with their families
and healthcare providers. Although ACP is applicable to adults of any age and
any stage of the health continuum, it is widely associated with older or
terminally ill populations, and the need for end-of-life (EOL) planning in healthy
young adults is generally found unnecessary. The National Institutes of Health
supports the expansion of ACP research in understudied populations.
Investigating ACP in healthy young adults support such efforts.
Specific Aims: The specific aims were: (1) examine ACP engagement in
healthy young adults, ages 18-25 using a psychometrically validated instrument
and (2) explore the relationship between ACP engagement and demographic
and socio-economic factors in healthy young adults.
Methods: This study is a cross-sectional design using a 30-item questionnaire
which collected demographic and socioeconomic data, assessed prior exposure
to ACP and EOL experiences and used the validated ACP Engagement Survey
to measure ACP readiness. The questionnaire was available online and
promoted through social media. Of the 131 participants, 100 met inclusion
criteria (n = 100). A series of independent samples t-tests were performed, ACP
engagement score (ACPES) being the continuous dependent variable for all
dichotomous independent variables. One-way ANOVAS were performed with
ACP as the continuous dependent variable, for any independent variable with
three or more levels. Lastly, a multiple linear regression was calculated where
continuous and dichotomous variables were treated as the predictor variables
and ACP was treated as the outcome variable.
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Results: Mean ACPES was 2.3 (SD = .90, range 1-5). One variable was found
to be significant (t(98), 4.960, p = .000) for ACPES: those who had ‘heard’
(ACPES M = 2.73, SD, .961) and had ‘not heard’ ( ACPES M = 1.93, SD = .643)
of ACP prior to completing the questionnaire. The difference between those who
had and had not heard of ACP was significant. ‘Having heard’ of ACP
accounted for 30.4% of the score variance.
Conclusion: Overall ACP engagement is low in healthy young adults.
Demographic and socioeconomic factors explored in the descriptive analysis
were similar with findings in prior ACP literature. One significant factor
associated with increased ACP engagement was identified: having had prior
exposure to ACP. Future studies with larger samples and expanded sampling
methodology are needed to extend these findings and support the design and
testing of interventions designed to support early ACP engagement in healthy
young adults.
Key Words: advance care planning, young adults, engagement, readiness,
health, planning, end of life, advance directives
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Study Proposal: Factors Associated with
Advance Care Planning Engagement in Young Adults
At present, little is known about the development of Advance Care Planning
(ACP) behaviors in young adults. ACP is a concept and service that allows individuals
to prioritize medical treatment goals based on their values, and communicate those
preferences so as to be followed, should the individual become incapable of making
their own decisions (Sudore et al., 2017a). ACP is often associated with increased the
use of palliative and hospice care, the avoidance of unwanted life sustaining treatments
or hospitalizations, and reduced stress, anxiety, and depression among the surviving
loved ones (Lum et al., 2015; Martin et al., 2016).
Research on factors associated with engagement and completion of ACP is
extensive (De Caprariis et al., 2017; de Vries et al., 2019; Kim et al., 2020; Taneja et
al., 2019). However, most of this research is focused on persons of advanced age or
those with terminal illness, and as such, the findings of these studies may not be
generalized to younger and healthier individuals. The National Institutes of Health (NIH)
supports the expansion of ACP research in understudied populations. Interventions like
ACP that support preparing for future health care needs are important for individuals to
get the care they wish at EOL and should not be limited only to advance age or terminal
health status (National Institutes of Health, 2018).
Investigations exploring variables associated with the completion of ACP in older
adults have consistently identified race/ethnic, socioeconomic status and education as
factors associated with ACP completion (Block et al., 2020; Carr & Luth, 2017; Hong &
Kim, 2020; Orlovic et al., 2019a). Generally, findings from these studies suggest ACP
completion is associated with populations with higher educations, higher incomes,
home ownership, and those that are married (N. Khosla et al., 2016; Lai et al., 2019).
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Non-White populations are generally associated with lower rates of ACP completion
(Orlovic et al., 2019b). However, emerging literature suggests that for current cohorts of
young and midlife adults, racial disparities in ACP may be disappearing (Carr, 2012;
Koss & Baker, 2017). This convergence may be a result of overall increases in
educational attainment, declining levels of spiritual engagement and other factors
impacting a specific racial or ethnic group’s heterogeneity (Carr & Luth, 2017).
Specific Aims
The long-term goal of this program of research is to develop effective
interventions to promote ACP engagement in younger healthy adults. To our
knowledge, no quantitative studies have been conducted to date to answer these
important questions in young healthy adults, impeding the design of ACP promoting
interventions for this subgroup. The overall objective of this proposed study is to
explore young healthy adults’ ACP engagement readiness and identifying factors
associated with increased readiness for completion of ACP. To achieve this objective, a
cross-sectional descriptive study is proposed. Participants will complete a validated and
reliable instrument measuring ACP engagement readiness in addition to completing a
demographic questionnaire.
Aim 1: To examine ACP engagement readiness in healthy young adults, ages 1825 years. Participants will complete the Advance Care Planning Engagement Survey 9item version (ACPES-9) (Sudore et al., 2017).
Aim 2: To explore the relationship between ACP engagement readiness and
demographic and socio- economic factors in healthy young adults. It is
hypothesized that participants with lower education, lower socioeconomic status and
those belonging to racial or ethnic minorities, will demonstrate lower ACP engagement
readiness.
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This program of research is a direct response to the call by the NIH’s National
Institute of Nursing Research strategic initiative that supports the science which assist’s
individuals in planning for EOL decisions and encourages investigations to include
groups that remain understudied and poorly understood. The long- term goal for this
program of research is to improve the end-of life (EOL) experience for individuals and
their loved ones through early ACP engagement. Results from this study are essential
for future investigations involving the development of effective ACP interventions
targeted at healthy young adults.
Research Strategy
Significance
The dying experience in the United States (US) has changed over the last 100
years. What use to be a life event that generally occurred at home has been replaced
in many cases by an EOL experience involving institutional care, professionals and
technology (Institute of Medicine, 2015). The Institute of Medicine (IOM) reported their
first study exploring the dying experience in 1997. In the most recent update to this
report (IOM, 2015), ACP and clinician-patient communication was explored and
discussed in greater depth than reports in prior years. Despite affirming that ACP can
start at any age and state of health, ‘people who are younger’ are identified as being
less likely to have completed ACP documents. In addition, conversations about values
and preferences for care have not taken place given a stale mate between patients,
families and clinicians who are waiting for one another to initiate such conversations
(De Caprariis et al., 2017; Kermel-Schiffman & Werner, 2017). Many who effectively
participate in ACP tend to select EOL care options that promote quality of life and
independence over highly technological interventions to prolong life. ACP promotes
health care costs savings by avoiding unnecessary or unwanted interventions.
However, this health economics fact confused many Americans who misrepresented
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the Affordable Care Act’s promotion of ACP as “death panels” shifting EOL care
dialogues away from learning how best to engage in these conversations earlier and in
a more meaningful way (Khandelwal & Curtis, 2014; Klingler et al., 2016; Sullivan &
Dickerson, 2016).
Benefits of ACP have been well documented in the literature (BrinkmanStoppelenburg et al., 2014; Halpern, 2015; Lum et al., 2015; Martin et al., 2016)
indicating that ACP results in care that is consistent with individuals’ wishes and goals;
helps avoid unwanted treatments at EOL; and reduces stress, anxiety, and depression
among the surviving loved ones. However, most studies focused on exploring
outcomes of ACP or exploring effective ACP interventions have centered around
populations involving those with advance age or suffering from a terminal or
progressively degenerative disease process (De Caprariis et al., 2017; Taneja et al.,
2019). Kapp (2000) identified three core arguments supporting ACP in young adults:
first, young adults have the right and should assume responsibility for their care;
second, given the risk of this population in their involvement of a traumatic accident,
ACP will assist in difficult decision making; third, engaging in ACP earlier in life may
support a life-long pattern of considering not only their own medical needs and
alignments with personal values, but also consider the needs of friends, families and
others as health crises develop.
Young Adults
Within the broad span of the human growth and development cycle, young
adulthood poses a unique and crucial development stage. There are no clear guidelines
designating age ranges for young adulthood. The World Health Organization combines
adolescents and young adults as “young people” ages 10 – 24 years, the United
Nations defines a youth as 15-24 years of age (The Society of Adolescent Medicine,
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2017). The Medical Subjective Headings (MeSH) used for indexing and cataloging
biomedical and health information defines ‘young adult’ as person between 19 and 24
years of age (MeSH, 2009). The Society for Adolescent Health and Medicine (SAHM), in
a response to the lack of international consensus on what ages constitute young
adulthood, in a position statement define young adults as individuals the ages of 18-25
years of age (The Society of Adolescenet Medicine, 2017). In a recent search of studies
published in 2020, nine adopt the SAHM age designation for young adults (Alabi et al.,
2020; Azzari et al., 2020; Chung et al., 2020; Hilton et al., 2020; Kerr et al., 2020;
Quimby et al., 2020; Testa & Jackson, 2020; Testa et al., 2020; Vandraas et al., 2020).
For the purposes of this proposal, the population of interest identified as young adults,
will include individuals within the ages of 18-25 years.
Advance Care Planning in Young Adults
It is unclear how far young healthy adults are engaged in their own ACP (Hughes et al.,
2018). Unintended deaths, such as accidents, motor vehicle crashes and opioid
overdoses are the leading cause of death or incapacitation for this young adult
population (U. S. Census Bureaus, 2011). Despite the unpredictability of events that
may find an otherwise healthy young adult at end-of-life or the potential to serve as
informal caregivers for older adults highlights the importance of promoting and
researching ACP in this population (Barrison & Davidson, 2020), EOL planning is
traditionally not perceived as necessary for young adults and it is often disregarded by
the health care community and general public (Barrison & Davidson, 2020; Xu et al.,
2018).
A number of studies have examined ACP in adolescents and young adults with
cancer (Needle et al., 2020; Ngwenya et al., 2017), HIV (Dallas et al., 2016; Lyon et al.,
2020), life threatening neurological conditions (Yotani et al., 2017) and other terminal
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illnesses (Curtin et al., 2017; Snaman et al., 2019). An overarching theme of findings
from these studies signal engagement in ACP without imposing additional emotional
burden. Moreover young adults want to discuss EOL issues with the healthcare
providers they trust and who have been honest with them through the individual’s health
continuum (Schnur & Radhakrishnan, 2019; Zadeh et al., 2015).
Attention to ACP for young adults living with chronic disease has generated a
larger discussion about the importance of ACP for healthy young adults. Kapp (Kapp,
2000) recommended that young adults “ought also to be encouraged and assisted to
plan ahead for terrible, but nonetheless conceivable, medical circumstances” (p. 44).
One of the challenges of ACP with young adults is overcoming the societal assumption
that healthy, young adults do not need to consider their own mortality, and many only
consider needs for planning when a terminal illness is diagnosed or when they begin to
enter older adulthood (Sanders & Robinson, 2017).
To date, only seven studies have addressed the role of ACP in healthy young
adults (Kavalieratos et al., 2015; Kiersch & Potter, 2019; Mroz et al., 2020; Robinson et
al., 2019; Sanders & Robinson, 2017; Schnur & Radhakrishnan, 2019; Tripken & Elrod,
2018). Of these seven studies, four were qualitative (Kavalieratos et al., 2015; Kiersch
& Potter, 2019; Robinson et al., 2019; Sanders & Robinson, 2017) and explored
similarly aged young adults on their knowledge, opinions and beliefs revolving ACP.
Methods varied from using focus groups to inquire about ACP experience (Kavalieratos
et al., 2015; Kiersch & Potter, 2019) to analyzing student reflection papers after
completing ACP and sharing plans for loved ones as part of a death and dying
undergraduate course (Robinson et al., 2019; Sanders & Robinson, 2017). Two of
these studies found that ACP discussions triggered personal growth as expressed
through the realization that ACP discussions serve as markers for individuation
(Kavalieratos et al., 2015) and self-protective disengagement to deal with the worry and
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fear of mortality (Sanders & Robinson, 2017). In addition, similar findings involving
young adult’s desire and readiness to discuss ACP were paralleled with the selfdisclosed knowledge deficit of ACP (Kavalieratos et al., 2015; Kiersch & Potter, 2019;
Robinson et al., 2019; Sanders & Robinson, 2017).
Of the three quantitative studies, two (Schnur & Radhakrishnan, 2019; Tripken &
Elrod, 2018) developed questionnaires that were administered online and subsequently
analyzed, finding overall that young adults lacked familiarity and knowledge with ACP
(Tripken & Elrod, 2018) and though in general open to the ACP concept most (83%)
had not completed ACP documents, although some (45%) had talked with loved ones
about being kept alive on machines and subsequent quality of life (Schnur &
Radhakrishnan, 2019). Mroz, Bluck and Smith (2020) conducted their study in a slightly
different way by administering a pre and posttest to participants invited to a “Death over
Dinner” event. Participants that experienced the “Death over Dinner” event were found
to have decreased reservations towards ACP when compared to the control group (Mroz
et al., 2020). Only one study (Tripken & Elrod, 2018) documented the development of
their questionnaire from prior validated instruments and briefly discussed pilot testing
their questionnaire and having content validated by a panel of experts prior to
dissemination.
Demographics, Socioeconomic Status and Health Behaviors
Demographics (age, gender, race, ethnicity, education) and SES (household
income and personal finance) factors have been extensively explored in relationship to
health behaviors and outcomes (Marmot, 2005; Stringhini et al., 2010). Although the
mechanisms of how these factors influence health behaviors and outcomes are not fully
understood, there is consistent evidence that supports an existing relationship. For
some health behaviors, white populations have higher levels of unhealthy behaviors
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than black and/or Hispanic populations (particularly for smoking, secondhand smoke
exposure, and inadequate Pap and mammogram screening), and for other health
behaviors, the opposite is true (particularly for physical inactivity and obesity, with
disparities being larger for blacks than for Hispanics) (Anderson et al., 2004) . These
disparities remain after adjustment for education and income.
In general, racial and ethnic disparities in health behaviors are stronger for
women than for men, in large part because of the greater disparities for women than for
men for smoking, secondhand smoke exposure, physical inactivity, and obesity. Racial
and ethnic disparities in health behaviors tend to be stronger for younger and middleaged adults than for older adults (Population, 1997). An abundance of research
supports the concept that lower SES is associated with poorer health outcomes and
behaviors. For example, in adults, low SES status has been associated with poor health
behaviors and greater rates of morbidity and mortality including cardiovascular
disease, hypertension, osteoarthritis, asthma and cancer (Lynch et al., 1997; Redonnet
et al., 2012; Stringhini et al., 2010; Ule & Kamin, 2012). Some recent studies have also
reported that perceived family socioeconomic status (SES) also relates to health
behaviors, where higher family SES was associated with healthier behaviors (Eo &
Kim, 2019; Milas et al., 2019; Moore & Littlecott, 2015).
Socioeconomics and Advance Care Planning
An increasing number of studies exploring the relationship between ACP and
SES. Most of these exploratory studies have found an association between higher
levels of ACP completion with higher SES. Inversely, studies have documented the
inverse finding where ACP documents were less common in groups with lower SES
(Billings & Bernacki, 2014; Harrison et al., 2016; Rao et al., 2014). In addition to
exploring ACP completion, ACP and SES has been explored from a belief in usefulness
context, and similar to the associations of low SES and ACP completion, adults in low
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SES groups were found to have negative beliefs about the usefulness of planning for
future medical care needs (Kornadt et al., 2015; Saeed et al., 2019; Sörensen et al.,
2014). In contrast, one study’s data analysis concluded that SES was not found to
moderate changes in ACP over time, and that while higher household income did not
significantly affect the likelihood of an individual discussing EOL preferences or
documenting those preferences in writing, it did increase the odds of an individual having
designated a proxy prior to death (Nidhi Khosla et al., 2016).
The current state of the literature lacks empirical studies that evaluate ACP
engagement readiness in young health adults. Understanding what difference exist
within this population will help future investigations testing the efficacy of ACP
engagement interventions designed specific for thig target group. This proposed study
will provide foundational understanding on what level of ACP engagement readiness
exists in health young adults and explore what relationships exist between ACP
engagement readiness and this population’s demographic and socioeconomic factors.
Demographics and Advance Care Planning
Extensive research exploring the relationship between EOL care and
race/ethnicity consistently reveals that racial/ethnic minorities are more likely to die in
hospitals and less likely to engage in end-of-life planning activities such as ACP
document completion, such as advance directive (ADs) or living wills (LWs) (Ashcraft &
Owen, 2016; Dennis & Washington, 2018; Eckemoff et al., 2018; Huang et al., 2016;
Koss & Baker, 2018; Kwak et al., 2019). Black and Hispanic older American are less
likely than White older American to possess advance directives (Ashcraft & Owen,
2016; Huang et al., 2016; Koss, 2018). Latinos are less likely than Whites to discuss
preferences and to have a living will, although the latter gap is fully accounted for by
education (Carr, 2012; Nedjat-Haiem et al., 2018). Asians are less likely than Whites to
have discussions, but more likely to have living wills, whereas Black-White differences
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emerge only among low SES subgroups (Carr, 2012).
Gaps in the Literature
The current state of the literature lacks empirical studies that evaluate ACP
engagement readiness in young health adults. Understanding what difference exist
within this population will help future investigations testing the efficacy of ACP
engagement interventions designed specifically for this target group. This proposed
study will provide foundational understanding on what level of ACP engagement
readiness exists in health young adults and explore what relationships exist between
ACP engagement readiness and this population’s demographic and socioeconomic
factors.
Theoretical Framework
The Health Belief Model (HBM) (Becker & Maiman, 1975; Janz & Becker, 1984;
Rosenstock, 1966) (see Figure 1) demonstrates in a parsimonious way the depth and
complexity of interactions that result in health behaviors. This model provides a sound
framework to study ACP, given that ACP in a healthy population lacks a clear-cut
indication, unlike ACP when an individual is facing a terminal illness. As such, the HBM
explains personal health decisions that are made in the absence of clear-cut
symptoms, and provides a path to explaining preventive health behavior (Rosenstock,
1966).
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The HBM shows the interaction of individual perceptions and the susceptibility
to disease “X” and the likelihood of an individual taking a recommended preventive
health action, after accounting for modifying factors such as demographics (age, sex,
race/ethnicity, etc.), socioeconomic factors and cues to action such as advice from
others, mass medica campaigns or illness of loved one. In the model, perceived
susceptibility to disease “X” is defined as an individual’s subjective perception of risk
contracting a condition, perceived seriousness of disease “S” is defined as an
individual’s evaluation of both medical/clinical consequences and possible social
consequences, and cues to action are defined as the interventions or events that may
influence an individual’s perceived threat of disease “X” (Janz & Becker, 1984).
The conceptual constructs of the HBM provide a sound theoretical and
conceptual foundation for the variables being studied in this proposal (see Figure 2).
Disease “X” in the HBM represents the individual’s inability to make health care
decisions for themselves. Individual perceptions refer to 1) an individual’s inability to
engage in health care decisions due to incapacity and 2) an individual’s evaluation of
both medical/clinical consequences of not being able to make health care decisions for
themselves. The HBMs construct of the ‘perceived threat of decision incapacity’
represents and individual’s concern of physical or social harm because of not being
able to make health care decisions for themselves. This perceived threat may be
modified by the individual’s demographic and socioeconomic factors, and prior
exposure to cues to action, such as ACP education, or the loss of a loved one with or
without clear ACP. The recommended health action would refer to young healthy
adult’s engagement in ACP. Individual perceptions would account for young adult’s
perceived seriousness for not being able to engage in health care decisions for
themselves. Demographics and socioeconomic status are what we hypothesize may
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modify the level of young healthy adult’s ACP engagement and what this proposal
aims to explore. Individual’s beliefs regarding the effectiveness of ACP in reducing
physical or social harm because of decision incapacity minus any potential negative
aspects of ACP will influence the individual’s likelihood of engaging in ACP.
Demographics such as age and race/ethnicity may influence the perceived benefits
and barriers of ACP, thus affecting the likelihood to engage in ACP.
Innovation
This is study is novel in several ways. First, the population selected has been
understudied in the past. To date, only found seven studies have been found reporting
ACP among non-terminally ill young adults (Kavalieratos et al., 2015; McAliley et al.,
2000; Sanders & Robinson, 2017; Schnur & Radhakrishnan, 2019; Tripken & Elrod,
2018). Second, to our knowledge, this study is a first to use a validated instrument with
prior documented psychometric analysis to assess ACP engagement readiness in this
unique population: healthy young adults. Schur and Radhakrishnan (2019) developed
their own questionnaire, which was sent out to participants, and lacked documenting
psychometric testing of their survey used in the study. The selection of a previously
tested and psychometrically sound instrument will help provide further reliability and
validity to the findings.
Lastly, the quantitative exploration of factors associated with greater
levels of ACP readiness engagement in young adults will be a first in the body of
ACP literature. Moreover, the approach used in this study to assess SES using a
subjective measure vs. standard SES scales using income brackets is novel and
supported in the literature. Conventional measures used in adults, such as
household income, education, occupational status may not capture the young adult’s
financial or education status (Rose et al., 2019; Williams et al., 2017). Young adulthood
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is a developmental period containing multiple demographic changes including:
residential changes, episodic education and employment, marriage and parenthood,
spanning roughly from age 18 years to age 30 (Arnett, 2000; Serido et al., 2013).
Subjective SES measures capture the subtle aspects of social position more accurately
than objective measure of this variable (Karvonen & Rahkonen, 2011; Operario et al.,
2004).
Research Approach
Design and Setting
This study will follow an analytical cross-sectional design to explore
ACP engagement readiness and subjective SES in young adults and examine the
relationship between young adult’s ACP engagement readiness and their perceived
SES. This study will be conducted from Houston, Texas but will be accessible to
any young adult residing within the United States with access to a computer/
smartphone/tablet and internet access.
Population and Sample
The sample to be studied is healthy adults ages 18-25 years residing in the
United States. The Society for Adolescent Health and Medicine (SAHM) defines young
adulthood age range from 18-25 years (SAHM, 2017). Given that young adulthood is a
unique and critical time of development where unmet and health disparities are high,
the SAHM recommends that health data for this population be reported separately and
supports making research to inform specific policies for promoting health and wellbeing for this population a priority (Medicine, 2017). This age bracket represents
approximately 9% of the US population (U. S. Census Bureau, 2017). Inclusion criteria
will be: (1) age 18-25 years, (2) have access to a computer/smart phone/ tablet with
internet, (3) reside within the United States and (4) have no known terminal illness or
progressive neurodegenerative disease, defined as degenerative nerve disease whose
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progression results in irreversible vital body system functioning (i.e. impaired
respiratory system due to paralysis) . Subjects will be excluded if they are unable to
read or write in English.
Sampling Procedures
A convenience sampling approach will be implemented to recruit young
adults. Participants will be recruited through local flyer postings and social medial
advertisements to complete an online survey. This nonrandom sampling method
allows easier affordable recruitment of participants representative of the target
population of interest. Attempts to conduct random sampling of the target population
would require time and resources outside the scope of this study.
Three recruitment strategies will be used. First, a flyer (Appendix C) promoting
the study will be printed and posted in public bulletin boards throughout the greater
Houston, Texas areas, such as those found at college and university campuses, local
coffee shops, grocery stores, gyms and community centers. Recruitment flyers will be
distributed to various places of worship. Printed flyers will briefly describe the study and
target population of interest, as well as the opportunity to enter gift-card give-away
upon completion of survey and include a QR code that can be scanned by interested
participants directing them to the study’s online-survey starting page. To ensure socioeconomic diversity in young adult participant recruitment, promotion of this study will
include sources such as the Houston Foodbank, Covenant House (young adult shelter),
Star of Hope (homeless shelter) and the Young Adult Resource Center (Salvation Army
young adult shelter) and other community agencies.
The second recruitment strategy will involve creating a study social media
account on Facebook, Twitter and Instagram. Personal social media accounts will not
be used for study recruitment. Study specific accounts will be created to promote
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participant recruitment efforts. These outlets will all contain similar information
regarding the study and advertise recruitment for participants. Each of the social media
platforms will be used to actively recruit participants by sharing relative posts and
pictures that will attract viewers to reading more about the study and participating if
eligible. The third recruitment strategy will involve scheduling brief study promotion talks
at college and university campuses the greater Houston, TX metroplex area. During
these talks, a brief introduction to the background of this study and a recruitment pitch
will be offered in addition to providing participants at this talk with cards containing the
QR code to direct interested participants in the study’s questionnaire.
If social distancing restrictions as a result of the COVID19 crisis are still in place
during the time of data collection, in-person recruitment will be replaced at the above
locations via phone and e-mail communication, promoting the study among young
adults and providing copies to the electronic link and QR codes to be distributed within
their groups. In addition, the social media recruitment strategy will be expanded to
include “live” events to be hosted on Facebook and Instagram, where brief presentation
on the study and interest in finding participants in the target age range to complete the
study’s questionnaire. For potential participants who may not have access to
computers, smartphones, internet access, organizations (e.g. Covenant House, Star of
Hope) will be contacted to discuss participants use of computers/internet in these
locations.
An incentive for participation will include entering in a drawing for one of eight
$20 Amazon gift cards. All participants meeting inclusion criteria who complete the
study’s questionnaire will be assigned a unique identifier number which will be
associated with the participant’s name and contact information and saved on a
separate data base from survey data. Once a week during the data collection phase, a
random number generator will be used to select a number to award the gift card.
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Winners will be e-mailed the $20 Amazon gift card. Participants not selected will be reentered in the following week’s drawing.
Instruments
Demographic Questionnaire
A 13-question demographic questionnaire (see Appendix A) will precede the ACPS-9
instrument and will collect data for the following 13 factors (independent variables):
age, gender identity, race, ethnicity, marital status, US Region, annual household
income, highest education achieved, description of childhood finances, parent’s
highest education achieved, description of current financial situation, description of
current health status, description of quality of life, description of importance of faith or
spirituality.
One question will assess awareness of the ACP concept. Experiences
with personal illness and EOL care of a loved one will be explored using six
questions (Amjad et al., 2014) including (1) ‘Have you faced a life- threatening
illness or accident?’, (2) ‘have you had risky or major surgery?’, (3) ‘have you had
to make a medical decision for a loved one who was dying?’, (4) ‘have you known
someone who you believe had a bad death because they received too much medical
care?’, (5) ‘have you known someone who you believe had a bad death because they
received too little medical care?’ and (6) ‘have you experienced the death of a loved
one who made their wishes about EOL care known?’ Relationships between SES and
health have been well documented (Adler et al., 1994; Marmot, 2005; Stringhini
et al., 2010). This questionnaire in addition to including standard
SES

questions,

such

subjective measures of SES.

as

household

income,

also

incorporates

i.e. Question: How would you describe your

current financial situation? Answers: I do not make enough to meet basic expenses; I
make enough to meet basic expenses; I make enough to meet my needs with a little
left over; I make enough to live comfortably.
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When compared with other SES measures (i.e. household income),
subjective SES measures have demonstrated a more consistent and clear relationship
with health status outcomes among younger adult populations. Predictive validity was
established by Williams, et al. (2017) who found evidence that subjective SES was
a significant predictor of self-reported health (SRH) and quality of life (QOL). Young
adults (age 18- 24 years), reporting lower subjective SES were three and a half
times more likely to report poor QOL (AOR = 3.58 [95% CI, 1.35-9.51]) than those
reporting the highest subjective SES (test for linear trend P = .02) Convergent
validity was also established as three health outcomes (SRH, QOL, body mass
index) were significantly correlated with one another (Williams et al., 2017). Questions
probing individual’s SES subjectively allow for the capture social stances more
accurately of the individual responding than traditional

objective

measures,

particularly in young adults (Williams et al., 2017). Similarly, for SRH, those who
reported lower subjective SES had odds of poor/fair/good health that were 4 times
higher (AOR = 4.00 [95% CI, 1.63-9.83]) than those for participants in the age
18-24 group who reported the highest subjective SES.
Advance Care Planning Readiness Engagement Survey
The Advance Care Planning Engagement Survey (ACPES) (see Appendix B) was
developed to assesses ‘process measures’ of factors known from Behavior Change
Theory to affect behavior (Sudore et al., 2013). ACP knowledge, contemplation, selfefficacy and readiness are assessed using a 5-point Likert scale and ‘action
measures’ are assessed with yes/no questions

involving

various

behaviors

associated with surrogate decision makers, values, quality of life, flexibility of
surrogate decision maker and informed decision maker. This instrument was first
developed as an 82-item survey, which led to the development and further testing
of shorter versions of the survey (Sudore et al., 2017).
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Internal consistency (Cronbach’s α=0.94) and test-retest reliability (Process Measures
intraclass correlation, 0.70; Action Measures, 0.87, p<0.001) demonstrated to be
adequate (Sudore et al., 2013). In 2017, the ACPE underwent revisions to identify a
more concise version of the survey (Sudore et al., 2017b). Five additional versions of
the survey were created and tested, each with 55, 34, 15, 9 and 4 item versions.
Cronbach’s α ranged from 0.84 for the 4-item version to 0.87 for the 55-item version.
Cross-sectional correlations were found to be high (4-item, 0.85 – 55-item, 0.97) as were
Δ correlations (4-item, 0.68 – 55-item, 0.97) (Sudore et al., 2017b).
Given that the shorter versions of the ACPES are valid, internally consistent and
able to detect change across a broad range of ACP behaviors, the 9-item English
version (ACPES-9) will be administered to minimize survey burden on participants yet
efficiently collect data on participant’s ACP behaviors. The ACPES-9 demonstrated
overall internal consistency (Cronbach’s α=0.89) and correlation (Pearson’s correlation
coefficient, 0.89, p<0.001) and has been validated to measure ACP’s complex
processes including validating its ability to detect change in response to an ACP
intervention (Hare & D ‘Emilia, 2019; Shi et al., 2019Construct validity was established
by Sudore et al., 2017.. The ACPES-9 survey questions cover the following domains:
medical decision making (4 items), quality of life-medical care at EOL (5 items). In
addition, the included items assess responses to two subscales measuring the
following Behavior Change Theory factors: self-efficacy and readiness. The optional
timing questions whereas if a respondent answers “I have already done it” for specific
behavior questions, “When did you do this?” will be asked, allowing respondents to
select from the following: 1) less than 6 months ago, 2) greater than six months ago, or
3) N/A. All validated versions of the ACPES are available for research use at no cost
and full documents including references to instrument validation and scoring instructions
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are accessible through the prepareforyourcare.org website hosted by The Reagents of
the University of California. ACP Readiness Engagement score will be reported as an
average 5-point Likert score and serve as the dependent variable in our study.
Data Collection
Survey data will be collected through an online survey using the Research
Electronic Data Capture (REDCap) platform and secure digital hosting provided by the
University of Texas Health Science Center’s Cizik School of Nursing Center for Nursing
Research. Data collected through REDCap will be exported directly into SPSS.
Statistical software data and output of statistical analysis will be stored remotely in the
digital hosting provided by the university.
Procedure
Participants responding to study advertisement will use of two methods to
access the study’s questionnaire, (1) online link or (2) QR code. Both portals will direct
participants to an online questionnaire which will open with a brief introduction to the
study, participation criteria and implied consent for participation by completing the
survey. If participants agree to continue, they will click on the “continue” button which
will bring the inclusion/exclusion questionnaire. Should participants not meet inclusion
criteria, they will be sent to a questionnaire exit screen informing them about their
exclusion and thanking them for their participation.
Participants meeting inclusion criteria will be sent to a secondary questionnaire
landing page which will introduce them to the two parts of the questionnaire. The first
will involve collection of demographic information and will be composed of 13
questions. The second part will involve completing the ACPES-9, a nine-question
survey. Upon completion of the survey, participants will be directed to a third landing
page thanking them for their time and extending an invitation to participate in the
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weekly raffle of a gift card. If they select yes on participation, they will be redirected to a
page to collect their name, phone number and e-mail address. They will be informed
this information will be kept separate from their answers to the questionnaire. Upon
submission of this data, the participants will be directed to the questionnaire exit screen
thanking them for their time. If they choose not to accept the invitation to participate in
the weekly raffle, they will be directed the same questionnaire exit screen thanking them
for their time.
Results of the demographic and ACPES-9 questionnaire will be exported to an
excel file and stored remotely in the secure student server available to the UTHSC
students and faculty. Information for weekly raffle drawing will be kept on a separate
excel file stored remotely in the secure student server. While data for this study is
actively collected, weekly on Fridays a random generator will be used to select a winner
for the raffle which will be awarded a $20 gift card to Amazon.
Data Analysis
The data analysis plan will begin by calculating basic descriptive statistics
(frequencies, means, medians, standards deviation, and quartiles) for all study variables
which will be tabulated and inspected. An assessment for normal distribution of the
ACPES-9 scores will be conducted through visual inspection of histograms, box plots
and QQ plots and skewness and kurtosis statistics. Assuming normal distribution of the
data, a univariable analyses will follow to evaluate potential predictors of ACPES-9
score. Analysis of categorical independent variables with two categories will be
conducted with the t test for independent samples, while one-way analysis of variance
(ANOVA) will be used for categorical variables with greater than two categories. Those
variables with a p < .10 in the univariable analyses will be included in a multiple linear
regression model to identify those factors that are associated with ACPES-9 score. IBM®
SPSS® Statistics software package will be used for this analysis. A statistical power
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analysis was conducted for a multiple linear regression (f2 = .15) using G*Power (vs.
3.1.9.2) to evaluate sample size estimation. With an α = .05 and power = .80, the
projected sample size needed with this effect size is approximately n = 55. Cronbach's
Alpha will be used to conduct the reliability analysis of the ACPES-9. A coefficient
alpha ≥ 0.70 will be considered acceptable (DeVellis, 2012).
Potential Pitfalls and Alternative Strategies
A potential pitfall for the execution of this proposal is recruiting enough
participants to sustain the proposed data analysis. Given the existing public health
crisis with the COVID-19 pandemic, face-to-face recruitment in gatherings where young
adults may be found (college classrooms, young adult ministries in places of worship),
this strategy will need to be adjusted to using distance based platforms such as videoconferencing. In the event that not enough participants are recruited, an analysis of
which recruitment source was most successful (social media postings vs. word of
mouth) will be identified and participation incentive may be increased to reduce any
participation burden. Additionally, cross-sectional studies such as the one proposed,
presents an opportunity for selection bias, as the sample may not be representative of
the population of interest. Information bias secondary to study variables measured,
collected, or interpreted incorrectly may also pose a potential pitfall.
Human Subject Protection
Permission to conduct this study will be obtained from the University of
Texas Health Science Center at Houston Committee for the Protection of
Human Subjects. Documentation of the completed Collaborative Institutional
Training Initiative (CITI) modules for protection of human subjects will be provided
to the committee chair. All data obtained during the study will be identified with unique
identifier codes, and keys to codes will be stored separately from data collected.
All data will be stored on a password-protected computer to also ensure data
privacy. At the end of the study, all data will be destroyed.
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Demographic Data Collection
1. Select Age


[drop down menu with option 18 – 25]

2. Describe your gender identity:


Male



Female



Other

3. Describe your racial identity:


American Indian / Alaska Native



Asian



Black / African American



Native Hawaiian / Other Pacific Islander



White



Other

4. Describe your ethnic identify:


Hispanic / Latino



Non-Hispanic / Latino
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5. Describe the region of the United States you live in:


North East



Midwest



South



West



Alaska / Hawaii / U.S. Territory

6. How would you describe your relationship status?


Single



Married or in long term relationship

Socioeconomic Status / Perceived Socioeconomic Status
7. Describe your current annual household income:


Less than $24,000



$25,000 - $49,999



$50,000 - $84,999



More than $85,000

Demographic Data Collection (continued)
8. Describe the highest education you have achieved:


I was unable to complete High School or GED



I completed High School or GED



I completed College (Associates, Bachelors)



I completed Graduate/ Post-Graduate studies (Masters, Doctoral, Professional)
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9. How would you describe your childhood’s home financial status:


Poor



It varied



About average



Pretty well off

10. How would you describe the highest education achieved by either of your parents:


Parent was unable to complete High School or GED



Parent completed High School or GED



Parent completed some college



Parent completed college or higher

11. How would you describe your current financial situation:


I don’t make enough to meet basic expenses



I make enough just to meet basic expenses



I make enough to meet my needs with a little left over



I make enough to live comfortably

Health Status / Quality of Life
12. How would you describe your current health status:


Poor



Fair



Good



Very



Excellent
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13. How would you describe your current quality of life:


Poor



Fair



Good



Very



Excellent

Importance of Spirituality
14. Describe how important is your spirituality for you:


Not at all important



No very important



Somewhat important



Very important



Extremely important

Advance Care Planning Awareness
15. Have you ever heard about advance care planning?


Yes



No

Experiences with personal illness and end-of-life care of a loved one
16. Have you faced a life-threatening illness or accident?


Yes



No
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17. Have you had risky or major surgery?


Yes



No

18. Have had to make a medical decision for a loved one who was dying?


Yes



No

19. Have you known someone who you believe had a bad death because they received
too much medical care?


Yes



No

20. Have you known someone who you believe had a bad death because they received
too little medical care?


Yes



No

21. Have you experienced the death of a loved one who made their wishes about endof-life care known?


Yes



No
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Factors Associated with Advance Care Planning Engagement
in Healthy Young Adults
Background
Advance care planning (ACP) is a process that supports individuals at any stage
of health in understanding and sharing their personal values and goals pertaining to
current or future medical needs and care choices with their families and healthcare
providers (Sudore, Lum, et al., 2017). Evidence suggests ACP benefits include improved
end-of-life communication (Jimenez et al., 2018; Walczak et al., 2016; Weathers et al.,
2016), documentation of care preferences (Austin et al., 2015; Houben et al., 2014),
reduction in life-sustaining treatments (Bond et al., 2018; Cai et al., 2021), dying in
preferred places (Brinkman-Stoppelenburg et al., 2014; Deng et al., 2020; Martin et al.,
2016), and healthcare related financial savings (Bond et al., 2018; Klingler et al., 2016).
Although ACP is a process applicable to adults of any age and at any stage of the health
continuum, it is widely associated with older or terminally ill populations. The need for
end-of-life (EOL) conversations and planning in healthy young adults is often not
considered relevant by the general public and health care providers (Barrison &
Davidson, 2020; Kazmerski et al., 2016). At present, little is known regarding ACP
behaviors in young adults.
Research on factors associated with engagement- the effort to understand and
commitment to follow through- and completion of ACP exists in emerging ACP literature,
however, most studies literature (De Caprariis et al., 2017; de Vries et al., 2019; Kim et
al., 2018; Taneja et al., 2019) are focused on persons of advanced age or populations
with terminal illness, and as such, findings of these studies may not be generalized to
younger and healthier individuals. The National Institutes of Health (NIH) supports the
expansion of ACP research in understudied populations. Planning future health care

69

received, including care at EOL, should not be limited only to advance age or terminal
illness (Health, 2018). Advance care planning in healthy young adults could support
such efforts.
Young Adults
Within the broad span of the human growth and development cycle, young
adulthood poses a unique and crucial development stage. Age ranges defining young
adulthood varies across the literature. The World Health Organization combines
adolescents and young adults as “young people” ages 10 – 24 years, the United Nations
defines a youth as 15-24 years of age (Medicine, 2017). The Medical Subjective
Headings (MeSH) used for indexing and cataloging biomedical and health information
defines ‘young adult’ as person between 19 and 24 years of age (MeSH, 2009), and
lastly, the Society for Adolescent Health and Medicine (SAHM), in a response to the lack
of international consensus on what ages constitute young adulthood, defined in a
position statement young adults as individuals 18-25 years of age (Medicine, 2017). A
recent search of studies published in 2020, revealed that nine adopted the SAHM age
designation for young adults (Alabi et al., 2020; Azzari et al., 2020; Chung et al., 2020;
Hilton et al., 2020; Kerr et al., 2020; Quimby et al., 2020; Testa & Jackson, 2020; Testa
et al., 2020; Vandraas et al., 2020). For this study, the population of interest identified as
young adults was defined as individuals within the ages of 18-25 years.
Advance Care Planning in Young Adults
Advance care planning engagement by healthy young adults is unclear (Hughes
et al., 2018). Unintended deaths such as accidents, motor vehicle crashes, and opioid
overdoses have been leading causes of death or incapacitation in this population
(Bureau, 2011). Given the unpredictability of events that may find an otherwise healthy
young adult at their EOL highlights the importance researching ACP in this population
(Barrison & Davidson, 2020).
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A number of studies have examined ACP in adolescents and young adults with
cancer (Needle et al., 2020; Ngwenya et al., 2017), HIV (Dallas et al., 2016; Lyon et al.,
2020), life threatening neurological conditions (Yotani et al., 2017) and other terminal
illnesses (Curtin et al., 2017; Snaman et al., 2019). An overarching theme in these
studies signal engagement in ACP without imposing additional emotional burden to the
individual. Moreover, young adults want to discuss EOL issues with the healthcare
providers they trust and who have been honest with them through the individual’s
healthcare experience (Schnur & Radhakrishnan, 2019; Zadeh et al., 2015).
Attention to ACP for young adults living with chronic disease has generated a
larger discussion about the importance of ACP for healthy young adults. Kapp (Kapp,
2000) recommended that young adults “[…] ought also to be encouraged and assisted to
plan ahead for terrible, but nonetheless conceivable, medical circumstances” (p. 44).
One of the challenges of ACP with young adults is overcoming the societal assumption
that healthy, young adults do not need to consider their own mortality, and many only
consider a need for planning when a terminal illness is diagnosed or when they begin to
enter older adulthood (Sanders & Robinson, 2017).
To date, only nine studies were found to have addressed the role of ACP
specifically in healthy young adults (Barrison & Davidson, 2021; Kavalieratos et al.,
2015; Kiersch & Potter, 2019; Mroz et al., 2020; Robinson et al., 2019; Sanders &
Robinson, 2017; Schnur & Radhakrishnan, 2019; Tripken & Elrod, 2018; Weaver et al.,
2021). Of these, three were qualitative (Kavalieratos et al., 2015; Robinson et al., 2019;
Sanders & Robinson, 2017) and explored knowledge, opinions, and beliefs pertaining to
ACP in similarly aged young adults from a university setting. Methods included using
focus group discussions to analyze themes that emerged from the group’s conversations
(Kavalieratos et al., 2015) and analyzing reflection papers after completing individual
ACP and sharing plans with loved ones as part of a death and dying undergraduate
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course (Robinson et al., 2019; Sanders & Robinson, 2017). These studies found that
ACP discussions triggered personal growth as expressed through the realization that
ACP discussions serve as markers for individuation (Kavalieratos et al., 2015) and selfprotective disengagement to deal with the worry and fear of mortality (Sanders &
Robinson, 2017). In addition, findings involving young adult’s desire and readiness to
discuss ACP were paralleled with the self-disclosed knowledge deficit of ACP
(Kavalieratos et al., 2015; Robinson et al., 2019; Sanders & Robinson, 2017).
Of the six quantitative studies (Barrison & Davidson, 2021; Kiersch & Potter,
2019; Mroz et al., 2020; Schnur & Radhakrishnan, 2019; Tripken & Elrod, 2018; Weaver
et al., 2021), two (Schnur & Radhakrishnan, 2019; Tripken & Elrod, 2018) explored
young adult’s knowledge of and readiness for ACP. Each study developed
questionnaires that were administered online and subsequently analyzed. The overall
finding revealed that young adults lacked familiarity and knowledge with ACP (Tripken &
Elrod, 2018) and though in general open to the ACP concept, most (83%) had not
completed ACP documents. Nonetheless, some (45%, n = 66) had talked with loved
ones about being kept alive on machines and subsequent quality of life (Schnur &
Radhakrishnan, 2019). Only one study (Tripken & Elrod, 2018) documented the
development of their questionnaire from prior validated instruments and briefly discussed
pilot testing their questionnaire and having content validated by a panel of experts prior
to dissemination.
The remaining quantitative studies (Barrison & Davidson, 2021; Kiersch & Potter,
2019; Mroz et al., 2020; Weaver et al., 2021) were similar in that they measured a
baseline of the participant’s knowledge and engagement with ACP prior and after
interventions designed to improve ACP. Interventions included participant attendance of
an ACP engagement workshop (Barrison & Davidson, 2021), structured group
discussions that included the perceived value of a self-recorded advance directive
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(Kiersch & Potter, 2019), participation in ‘death over dinner’ event which structures a
conversation about EOL and information on advance directives over a meal (Mroz et al.,
2020) and exposure and participant written reflection with an evidenced- based narrative
about the role of perceived control in EOL (Weaver et al., 2021).
In general, studies (Mroz et al., 2020; Weaver et al., 2021) that measured young
adult’s changes in knowledge or engagement with ACP after an intervention found
favorable impact in increasing ACP knowledge and process engagement. Weaver et al.
(2021) data suggested that individuals who received either level of the brief intervention
were more likely to worry about getting overly aggressive care while the comparison
group was more likely to worry about not getting enough care. For Mroz et al. (2020),
after attending a ‘death over dinner’ event, participants reported lower reservations
toward ACP (t = 3.43; p < .01), whereas control participants showed no change from
pretest to post- test (p >.10). Kiersch and Potter (2019) found that young adults want to
know more about ACP, feel comfortable discussing EOL issues, and are willing to
recommend ACP to others. Further, they reported that regardless of whether their
participant was engaged in their videotaped advance directive intervention or not,
participant self-rated ACP knowledge scores (range = 1 – 5) significantly increased from
1.56 to 3.03 (t = 7.94, p <.01) (Kiersch & Potter, 2019). Barrison and Davidson’s (2021)
workshop attendees improved confidence and knowledge related to ACP (mean score
3.50 at pre-workshop, 4.29, at post-workshop, 4.2 p < 0.001). Although this emergence
of ACP research focused on healthy young adults is encouraging, there is still significant
void in academic work to understand ACP in this population. This study is a direct
response to the call by the National Institutes of Health National Institute of Nursing
Research strategic initiative that supports the science which assist’s individuals in
planning for EOL decisions and encourages investigations to include groups that remain
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understudied and poorly understood, such as healthy young adults (Research,
2016)(NINR, 2016).
Specific Aims
To accomplish the objectives of this project, a questionnaire was developed by
combining items from a valid and reliable ACP engagement instrument (Sudore,
Heyland, et al., 2017), a demographic questionnaire (National Research Council Panel
on & Ethnic, 2004; Williams et al., 2017) and a subset of author composed questions
assessing ACP and EOL experiences. The questionnaire was made available online and
social media networking recruitment focused on healthy young adults ages 18-25. The
specific aims were:
1. To examine ACP engagement readiness in healthy young adults, ages 18-25
years by completing the Advance Care Planning Engagement Survey 9-item
version (ACPES-9).
2. To explore the relationship between ACP engagement readiness and
demographic and socio-economic factors in healthy young adults. It was
hypothesized that participants with lower education, lower socioeconomic status
and those belonging to racial/ethnic minorities, would demonstrate lower ACP
engagement readiness.
Theoretical Framework
The Health Belief Model (HBM) (Becker & Maiman, 1975; Janz & Becker, 1984;
Rosenstock, 1966) (see Figure 1) parsimoniously demonstrates the depth and
complexity of interactions that result in health behaviors. This model provided a sound
framework to study ACP in healthy young adults, given that ACP in a healthy population
lacks a clear-cut indication, unlike a terminal illness. As such, the HBM explains personal
health decisions that are made in the absence of definite symptoms, and provides a path
to explaining preventive health behaviors (Rosenstock, 1966).

74

The HBM shows the interaction of individual perceptions and the susceptibility to
disease “X” and the likelihood of an individual taking a recommended preventive health
action, after accounting for modifying factors such as demographics characteristics
(age, gender, race/ethnicity, etc.), socioeconomic factors (income, education, etc.) and
cues to action (prior experiences, advice from others, mass media campaigns or illness
of loved one). In the model, perceived susceptibility to disease “X” is defined as an
individual’s subjective perception of risk to contract a condition. Perceived seriousness
of disease “S” is defined as an individual’s evaluation of medical and/or clinical
consequences and possible social consequences. Cues to action are defined as the
interventions or events that may influence an individual’s perceived threat of disease “X”
(Janz & Becker, 1984).
The conceptual constructs of the HBM provided a sound theoretical foundation to
explore ACP in healthy young adults and explore how factors may influence their
engagement in the process. For this study (see Figure 2), disease “X” represented the
misalignment of an individual’s personal values and goals for current and future medical
needs with the care being provided or withheld. Subjective perceptions referred to the
individual’s perceived risk that medical care received for any given health situation is not
congruent with their personal values and goals of care. Perceived seriousness of the
misalignment between care received and wanted refers to the medical/clinical and social
consequences of receiving too much or unwanted care (i.e. not wanting life sustaining
treatments when terminal prognosis exists), or not receiving the care expected or
desired (i.e. wanting life sustaining treatments despite terminal prognosis).
According to the model, the perceived threat to the misalignment between
medical care received with the care desired might be modified by the individual’s
demographic and socioeconomic factors, and prior exposure to cues to action, such as
ACP education, prior experiences with EOL care where there was a perception of too
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much or too little care, or the loss of a loved one with or without clear ACP. The
recommended health action would refer to the healthy young adult’s engagement in
ACP, which was measured in this study using the ACPES-9. Using the HBM’s
framework, likelihood of ACP engagement in healthy young adults would be a result of
how individuals perceived the benefits of early engagement in ACP (i.e. healthy young
adults identifying and sharing with their family the medical care desired prior to
experiencing a catastrophic injury or diagnosed with a terminal or degenerative illness
that may take away their decision capacity) minus the perceived barriers to engaging in
ACP while young and healthy (i.e. negative aspect of having to acknowledge our
mortality or cultural/religious barriers that make talking about death taboo).
Methods
Study design
A cross-sectional online questionnaire was used to measure ACP engagement
readiness and collect participant’s demographic and socioeconomic data and assess
prior exposure to ACP and EOL experiences. The study was completed under the
supervision of the faculty at the University of Texas Health Science Center at Houston,
Cizik School of Nursing. The study was granted full Institutional Review Board (IRB)
approval from the University of Texas Health Science Center at Houston IRB (HSC-SN20-1384).
Research setting and sample size
The research originated from of a large academic medical center in the Houston,
Texas, USA and the setting was online and accessible through social media campaign,
however, participation was restricted to US residents only. A convenience sampling
approach was implemented to recruit young healthy adults. Although original plans for
recruitment included visiting local universities, houses of worship, and other venues
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where young healthy adults enjoy leisure time, social distancing restrictions and closure
of these previously mentioned venues in response to the COVID-19 pandemic led to
most of the recruitment occurring through social media platforms (Facebook). A social
media profile was created exclusively for the promotion of the study and recruitment of
participants by posting recruitment flyers and engaging in paid promotions within the
social media site. The posts briefly described the nature of the study, an invitation to
participate incomplete a brief online questionnaire, and the opportunity to enter a raffle
for an online retailer gift card. G*Power (vs. 3.1.9.2) was used to conduct a statistical
power analysis for a multiple linear regression (f2 = .15) to evaluate sample size
estimation (Faul et al., 2007). With an α = .05 and power = .80, the projected sample
size needed with this effect size is was n = 55.
Procedure
A 30-item questionnaire was developed by selecting items that would capture a
variety of factors of interest from respondents in addition to evaluating their ACP
engagement readiness. The questionnaire included comprised of six demographic data
items (age, gender identity, racial identify, ethnic identity, US region currently living in
and relationship status), two socioeconomic items (annual income, highest education
attained) (National Research Council Panel on & Ethnic, 2004), four subjective
socioeconomic characteristics status (family financial situation when growing up, parent
highest education level, personal financial situation) (Williams et al., 2017), and two
quality of life items (current health status, current quality of life) (Dominick et al., 2002).
The final eight questions were developed by the author and assessed participant’s
spirituality, ACP knowledge and previous experience with personal illness and end-of-life
care of loved ones (see Appendix A). The questionnaire was were accessed by
participants through the Research Electronic Data Capture (REDCap) online platform
(Harris et al., 2019; Harris et al., 2009). The final nine items of the questionnaire were

77

used to assess the participants ACP readiness using the nine-item version of the
psychometrically validated Advance Care Planning Engagement Survey (ACPES)
(Howard et al., 2016; Sudore et al., 2013). The ACPES assesses ‘process measures’ of
factors known that affect behavior, derived from the Behavior Change Theory (Sudore et
al., 2013). This instrument measures ACP knowledge (“how much do you know…”),
contemplation (“how much have you thought about…”), self-efficacy (“how confident are
you…”) and readiness (“how ready are you…) with a five- point Likert response option.
Results from ACP Engagement Survey are reported as an overall average (range 1-5)
from the responses scored, where a score of 1 indicates respondents being in a precontemplative stage of behavior change (“I have never thought about it”) and a score of
five indicates being in the action stage of behavior change (“I have already done it”).
This instrument was first developed as an 82-item survey, which led to the development
and validation of shorter versions of the survey (Sudore, Heyland, et al., 2017). Currently
there are a total of 12 versions of the survey, available with 4, 9, 15, 24, 55 or 82 items
both in English and Spanish (Sudore et al., 2018) .
Given that shorter versions of the ACPES are valid, internally consistent and able
to detect change across a broad range of ACP behaviors (Sudore, Heyland, et al., 2017)
, the 9-item English version (ACPES-9) was used in our study to minimize questionnaire
completion burden on participants yet efficiently collect data on participant’s ACP
behaviors. The ACPES-9 has previously demonstrated overall internal consistency
(Cronbach’s α=0.89) and correlation (Pearson’s correlation coefficient, 0.89, p<0.001)
and has been validated to measure ACP’s complex processes including validating its
ability to detect change in response to an ACP intervention (Hare & D ‘Emilia, 2019; Shi
et al., 2019). Construct validity was established by Sudore et al. (2017). The ACPES-9
questions cover the following domains: medical decision making (4 items), quality of lifemedical care at EOL (5 items) (See Appendix B).
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Participants
Participants were selected based on the following criteria: (1) age 18-25 years,
(2) resided within the United States and (3) had no known terminal illness or progressive
neurodegenerative disease, defined as degenerative nerve disease whose progression
results in irreversible vital body system functioning (i.e. impaired respiratory system due
to paralysis). The age range for inclusion was selected based on The Society for
Adolescent Health and Medicine (TSAHM) definition for young adult, which identifies
young adulthood age ranging from 18-25 years (SAHM, 2017). Young adults represent
approximately 9% of the US population (U. S. Census Bureau, 2017) and given the
unique and critical time of development where unmet and health disparities are high,
TSAHM recommends that health data for this population be reported separately and
supports making research to inform specific policies for promoting health and well-being
for this population a priority (Medicine, 2017).
Statistical Analysis
Data were collected and stored in the online REDCap repository until the closure
of participant recruitment, and data were downloaded into IBM® SPSS®, version 27, for
analysis. First, descriptive statistics were conducted to examine participant
characteristics and ACPES scores. Before inferential statistic were run, Cronbach’s
alpha was performed to determine internal consistency reliability for the ACP.
Cronbach’s alpha was .881 for the ACPES-9 meeting our reliability acceptability a priori
coefficient alpha ≥ 0.70 (DeVellis, 2012). Based on the results from the Cronbach alpha,
inferential statistics using the ACPES scores as a dependent variable were warranted.
A series of independent samples t-tests were performed, ACPES score being the
continuous dependent variable for all dichotomous independent variables: racial/ethnic
identity, relationship status, faced life-threatening illness or accident, had risky or major
surgery, made medical decisions for a loved one who was dying, known someone who
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had a bad death because of too little medical care, known someone who had a bad
death because of too much medical care, had experience with loved one who made
wishes known about EOL care, had ever heard of advance care planning. In addition to
t-test, one-way ANOVAS were performed, again with ACP as the continuous dependent
variable, for any independent variable with three or more levels: age, gender, racial
identify, US region currently living in, annual income, highest education completed,
family financial situation growing up, parent highest education, overall personal financial
situation, health statue, quality of life, spirituality importance. Next, a multiple linear
regression was calculated where continuous and dichotomous variables were treated as
the predictor variables and ACP was treated as the outcome variable.
Results
Description of Sample
A total of 131 participants accessed the online questionnaire. Out of these, 31
were excluded for the following reasons: (1) not completing the ACPES-9 section of the
questionnaire (n=20), (2) not meeting age criteria (n=10), and (3) reporting a medical
condition that was terminal or degenerative in nature (n=1). The mean age of
respondents was 22 years of age (SD = 1.99; range = 18 – 25 years). The majority were
women (n=73, 73%) and white ethnicity (n=71, 71%). Over half (n = 64, 64%) reported
their income at less than $24,000 per year. See Table 1 for description of sample.
Subjective assessment of financial situation found that 32% (n = 32) of respondents
described “making enough to meet their needs with a little left over” and 22% (n = 22)
described “making enough to live comfortably.” When inquiring about health status, 74%
identified their health as ‘good’ or ‘very good’ (‘good’ n = 41, 41%; ‘very good’ n = 33,
33%); 11% identified health status as ‘fair’ (n = 11) and 3% (n = 3) as ‘poor.’ The
majority (n = 85, 85%) identified spirituality having a relative level of importance to them
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(spirituality extremely important n = 21, 21%, very important n = 29, 29%, somewhat
important n = 35, 35%).
Regarding personal experiences with illness or the care of loved one at end of
life, the majority (n = 84, 84%) had never faced a life-threatening illness or accident or
never had experienced risky major surgery (87%, n = 87). The overwhelming majority of
respondents (n = 93, 93%) had never had to make a medical decision for a loved one
who was dying. In addition, the majority (n = 85, 85%) had not known someone whom
they believed had a bad death because they received too much medical care. Similarly,
over half (n = 66, 66%) described knowing someone whom they believed experienced a
bad death because they received too little medical care. About one third (n = 36, 36%)
had experienced the death of a loved one who made their wishes about EOL care
known. Regarding prior exposure to ACP, slightly more than half (n = 54, 54%) indicated
never having heard of ACP before. See Table 2 for descriptive statistics details. ACP
engagement readiness scores (ACPERS) trended towards the lower end of the fivepoint scale Likert scale, where higher scores indicated high readiness to complete ACP
and lower scores indicated lower readiness. The mean ACPERS was 2.30 (SD = .90,
range 1 – 5), median ACEPRS was 2.0 and the mode 1.78. See Table 3 and Figure 1 for
measures of central tendency for individual ACPES-9 items. Following the use of
descriptive statistics, inferential statistics were then employed to examine if there were
significant differences between categorical demographic data and those participants’
ACP scores. A series of independent samples t test and one-way ANOVAs were
performed. Independent samples t tests were performed for those variables that were
dichotomous in nature, and ANOVAs for those that were categorical. Examination of the
results revealed only one variable to be significant for ACP: those who had ‘heard’ and
had ‘not heard’ about ACP. The mean for ‘yes’ (heard about ACP) being higher on
ACPRS (M = 2.73, SD, .961) compared to those participants who had not heard of ACP
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(ACPRS M = 1.93, SD = .643). This difference between those who had and had not
heard of ACP was significant (t(98), 4.960, p = .000) (see Table 4).
Next a multiple linear regression was calculated where the dichotomous yes/no
response to ‘having heard of ACP’ was treated as the predictor variable and ACPES
score as the outcome variable. Examination of the R2 revealed that the model was able
to account for .305 or 30.4% of the variance. Further examination of the coefficients
table found that only ‘heard’ was a significant predictor (p = .000) for ACPERS. Closer
examination of the unstandardized beta revealed that those participants who answered
‘yes’ had a higher ACPES score by .883 points than those who answered ‘no.’ Next, a
further investigation of those (n = 46) who indicated that they had heard about ACP was
performed, including an analysis by demographics.
Description of Sample who had Heard About ACP Prior to Study Participation
Descriptive statistics were used to examine differences in those participants who
indicated they had heard of ACP (yes/no) and various other demographic items (Tables
5 – 22). Age was found to be similar between participants who responded yes to having
heard of advance care planning before participating in this study (mean equals 21.9)
compared to those that had not heard of ACP (22.1 years) (see Table 5). With regard to
gender, females were found to be equally represented in both heard and not heard
groups (females, heard, n = 36 females, not heard, n = 37). However, there were more
males in the group that had not previously heard of ACP compared to those that had
(males, not heard, n = 17 males; males, heard, n = 8). Two respondents identified their
gender as ‘other.’ Both identified having heard of ACP prior to completing the
questionnaire (see Table 6). Overall relationship status was found to be equal between
both groups, with slightly more single respondents (single, heard n = 34) in the not heard
group, compared to the heard group (single, not heard = 29) (see Table 7).
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The samples overall racial and ethnic identity was predominantly white. However when
comparing those who had heard of advance care planning compared to those who had
not although respondents identifying as white was similar in both groups (had heard
equals 35, had not heard equals 36), the group that had not heard of ACP had a slightly
higher nonwhite respondents (n= 18) versus those who had (n = 11) (see Table 8).
Overall respondents identified the southern US as the region they lived in (n = 75). All
respondents who identified the Northeast U.S. as their region had previously heard of
ACP (n=5, 5%). For all other regions respondents in both groups were represented
equally (Midwest: had heard n =4, not heard n = 5; South: had heard n = 32, not heard n
= 43; West: had heard n = 4, not heard n = 4; Alaska/Hawaii/US territory: had heard n =
1, not heard n = 2) (see Table 9).Regarding education, the number of respondents who
had completed college in both groups was similar (heard, completed college or higher n
= 22; not heard, completed college or higher n = 20). Less respondents in the heard
group were found to have completed some college than the not heard group (heard,
some college n = 16; not heard, completed some college n = 26). High school or GED
was similar in both groups (heard, HS/GED n = 8; not heard, HS/GED 6). Two
participants identified not completing high school or GED, and both responded to not
having heard of ACP prior to completing the questionnaire (see Table 10).
When comparing annual incomes, we found for the group who had previously
heard of ACP to represent higher earners (≥$50,000 n = 16) and represented fewer
lower earners (≤$49,999 n = 30) compared to those who had not heard of ACP
((≥$50,000 n = 3; ≤$49,999 n = 50) (see Table 11). Similarly, when exploring
socioeconomic status subjectively, we found nearly twice as many who had heard of
ACP to identify their personal situation as ‘making enough with a little left over’ or
‘making enough to live comfortably’ than those in the not heard group (heard, making
enough with left over n = 20; not heard, making enough with left over, n =12; heard, live
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comfortably n = 15; not heard, live comfortably n = 7) (see Table 12).

Family

financial situation was found as average or above average when growing up and
represented equally in the heard, and not heard group (heard, above average n = 20;
not heard, above average n = 20) or pretty well off (heard, well off n = 16; not heard, well
off n = 16). For respondents identifying their family financial situation as poor, slightly
more were in the not heard compared to the heard group (heard, family poor n = 6; not
heard, family poor n = 10). For those identifying their family financial situation as
variable, twice as many had not heard of ACP (not heard, variable finances n = 8)
compared to those who had (heard, variable finances, n=4) (see Table 13).
Respondents who had heard of ACP prior to study participation identified having
fewer parents who were unable to complete high school or GED (heard, parent no HS n
= 3), fewer who only completed high school (n = 5) and had higher completion of college
or higher for parents (n = 30) compared to those who had not heard of ACP before (not
heard, parent no HS n = 13; not heard, parent completed HS n = 10; not heard, parent
completed college or higher n = 25) (see Table 14).

Current health status was

found to be similarly positive in both heard and not heard group when identifying health
as good, very good and excellent (heard, overall positive health n = 41, good = 16, very
good n = 16, excellent n = 9; not heard, overall positive health status n = 42, good = 25,
very good n = 17, excellent = 3). There were less respondents in the heard group
identifying their health as fair or poor compared to the not heard group (heard, fair n = 4,
poor n = 1; not heard, fair = 7, poor n = 2) (see Table 15). Quality of life (QOL) was
found to be more higher when described as very good or excellent in the heard group
than the not heard group (heard, QOL very good n = 17, QOL excellent n = 13; not
heard QOL very good n = 11, QOL excellent n = 3). Less respondents described QOL as
‘good’ in the heard group (heard, QOL good n = 13) compared to the not heard group
(not heard, QOL good n = 27). About one third less respondents in the heard group
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identified their QOL as fair (heard, QOL fair n = 3) than the not heard group (not heard,
QOL fair n = 12). Only one respondent described their QOL as poor and had not heard
of ACP prior to completing our questionnaire (see Table 16). Spirituality was found to be
equally not important (n = 7) for both the heard and not heard group (heard, spirituality
not very important n = 5, spirituality not at all important n = 2; not heard, spirituality not
very important n = 3; spirituality not at all important n = 4). Those who had heard of ACP
prior, identified spirituality as less important (n = 38; spirituality somewhat important, n =
15, very important n = 12, extremely important n = 11) than those who had not heard of
ACP ( n = 47; spirituality somewhat important, n = 20, very important n = 17, extremely
important n = 10) (see Table 17).

Regarding prior experiences with critical health

situations, more respondents who had not heard of ACP identified having faced a life
threating illness or accident (n = 12) compared to those who had heard of ACP (n = 4)
(see Table 18). About the same had experienced risky or major surgery (heard, surgery
n = 8; not heard, surgery n = 5) (see Table 19) or had participated in making medical
decisions for a loved one at EOL (heard, made decisions n = 3, not heard, made
decisions n = 4) (see Table 20).

About one third (n = 34) of respondents identified

knowing someone they believed had a bad death due to not getting enough medical
care, of these, the majority (n = 25) had not heard of ACP before (see Table 21). Less
respondents (n = 15) identified knowing someone they believed had a bad death
because of too much medical care (see Table 22). Of these only one third (n = 6) had
not heard of ACP prior to this study. The same number or respondents in the heard and
not heard group identified knowing the EOL care wishes for a loved one who had died (n
= 18). However, more identified not knowing loved one’s wishes in the not heard group
(n = 36) than in the heard group (n = 28).
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Discussion
This study adds to the very limited literature exploring ACP among young healthy
adults, and to our knowledge is the first to assess ACP engagement readiness in this
population using a validated measurement instrument. As a research topic, ACP has
been emerging with more frequency in the literature, although it is typically centered in
populations with advanced age or experiencing a terminal or degenerative illness. Young
adults as populations of interest in ACP research is scant. Except for nine publications
(Barrison & Davidson, 2021; Kavalieratos et al., 2015; Kiersch & Potter, 2019; Mroz et
al., 2020; Robinson et al., 2019; Sanders & Robinson, 2017; Schnur & Radhakrishnan,
2019; Tripken & Elrod, 2018; Weaver et al., 2021), most literature to date has a research
focus on young adult populations experiencing a terminal or degenerative disease.
Overall, the healthy young adults who participated in our study scored lower in the ACP
Readiness Engagement Survey section of our questionnaire. This lower score indicates
respondents being in the pre-contemplation stage of behavior change and suggests they
had never thought about ACP or had thought about it, but were not ready to take action
(Fried et al., 2010; Howard et al., 2016). Additionally, we explored if there were any
respondent factors that might indicate a relationship with their ACP Readiness
Engagement Survey score (ACPRESS). After assessing demographic, socioeconomic,
subjective socioeconomic, and prior experiences with medical decisions or end-of-life
care we found only one factor influencing ACPERSS: prior exposure to advance care
planning. Those who had heard of ACP prior to study participation scored higher in the
ACPERS than those who never had prior exposure to ACP, although their scores were
still low. This finding relates to evidence suggesting that higher ACP in young adults is
associated, albeit weakly, with greater positive views of ACP (Schnur & Radhakrishnan,
2019), indicating the possible benefits of early exposure to ACP. Additionally, this finding
is supported by the health belief model framework used in our study, where exposure to
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ACP serves as a cue for action in modifying factors towards likelihood for action to
engage in ACP.
Our findings are also consistent with finding from previous studies evaluating
factors associated with ACP knowledge, engagement or completion in healthy young
adults. For example, the frequency of respondents indicating they had not heard of ACP
prior to completing our questionnaire (54%, total n = 100) was similar to Tripken and
Elrod (2018), who indicated 58% (total n = 310) of their participants were not familiar
with the ACP concept. Our results were slightly higher than those reported by
Kavalieratos et al. (2015) and Shnur and Radhakrishnan (2019) who reported their
participant’s prior ACP knowledge at 20% (total n = 56) and approximately 33% (total n =
147) respectively. Additionally, we found the participation of respondents identifying as
as female in our study (73%, n = 73), was similarly reported by Barrison and Davidson
(2021) (77%, total n = 74), Kavalieratos et al. (2015) (75%, n = 56), Shnur and
Radhakrishnan (2019) (73%, n = 147), and Tripken and Elrod (2018) (71%, n = 310).
When comparing genders of our respondents specifically with those who indicated
previously hearing of ACP versus those who had not, we found more males (17%, n =
17) in the ‘not heard’ group which aligns with previous findings reported in ACP gender
differences, where being male is associated with lower likelihood of having knowledge of
or completing ACP (Inoue, 2016; Siconolfi et al., 2021). We also found more non-white
identified respondents in the ‘not heard’ of ACP group suggesting accordance to
disparities research documenting minority groups, typically African Americans, having
lower knowledge, lower exposure and lower completion of ACP (Bazargan & BazarganHejazi, 2021; Hong & Kim, 2020; Siconolfi et al., 2021). Similarly, our respondents who
indicated having had prior exposure to ACP trended towards reporting higher incomes
and overall reporting better subjective socioeconomic status. This economic gap aligns
with evidence found in ACP disparities literature that suggests those with higher incomes
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are more likely to be motivated to, or have completed ACP (Inoue, 2016; Saeed et al.,
2019). Demographic factors such as race/ethnicity, gender and geographic location, and
socioeconomic factors such as income and education have been documented in the
literature to be determinants of health {Adler, 2008 #10375}. Mechanisms that lead to
such disparities have been theorized to revolve around access to healthcare, individual
cultural factors, subjective health care provider biases and low health literacy
{Schillinger, 2020 #10377}. Our findings differed from previous ACP research evaluating
level of education for those who had heard of ACP compared to those who had not.
Overall ACP literature suggests that higher levels of education indicate higher
knowledge and completion of ACP (Harrison et al., 2016; Kale et al., 2016; Muni et al.,
2011), and as such we expected to find respondents with higher education completed in
the ‘heard’ group. However, our sample included more respondents who had some
college or higher completed in the ‘not heard’ group (46%, n = 46) than those who had
heard of ACP (38%, n = 38). It is unclear as to the underlying factors that could have
resulted in our respondents who had more education have lower prior exposure to ACP,
although there may be regional cultural influences as the majority (79.6% n = 43) of
respondents who had not heard of ACP prior to our study identified the U.S. South as
the region where currently residing. Importance of spirituality was higher in those who
had not heard of ACP (47% n = 47) compared to those who had (38%, n = 38), this also
supports prior findings indicating that regular attendance at religious services and
importance of spirituality are negatively associated with the completion of ACP (de Vries
et al., 2019). A recent study conducted in Japan (Miyashita et al., 2021) where a
nationwide survey was conducted, found that for Japanese holding religious beliefs,
especially Buddhism and Christianity had significantly higher odds of having ACP
discussions. These dichotomous findings indicate the complexities cultural influences,
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such as religion and spirituality, have in behavior influences and the need for rigorous
study designs and definitions when exploring such factors.
Our study was unique in two ways. To our knowledge, this is the first exploratory
study in young adults that specifically targeted individuals who are healthy and free from
terminal or degenerative illness. We find this distinction and an important contribution to
the body of knowledge revolving ACP research, given that ACP is typically associated as
a process reserved for individuals with advanced age or facing EOL. However, the
association perpetuated by the general public and health care professionals that ACP is
for EOL and unnecessary in young healthy individuals (Barrison & Davidson, 2020;
Kazmerski et al., 2016) undermines the utility of this process as an accessible tool at any
stage in the health continuum and a needed component of well-care throughout the adult
life span. Second, we found the need to use a validated instrument for the measurement
of ACP readiness essential to contribute to the soundness of the study’s design
methodology and results and it’s replicability by other researchers. To our knowledge,
this study is the first to use such instrument in healthy young adults.
Limitations
This study is not without limitations. First, the sample was recruited by
convenience sampling using a social media platform (Facebook). By using this sampling
method, there is higher vulnerability to selection bias and influences beyond the control
of the research team. The lack of this control may contribute to biased results as there
was no method to account for the various reasons a respondent chose to participate or
not. In addition, the current COVID-19 pandemic has changed views of vulnerability and
mortality among the general population (Allecia, 2020; Mithers, 2020). The possible
increased exposure to loved ones experiencing critical illness or death as a result of the
pandemic may have shifted perspectives and readiness for ACP in healthy young adults.
A second limitation was the method our questionnaire was distributed. By only being
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accessible online, respondents not only needed to have access to a computer, tablet or
smart phone but also access to the Internet. This restricted a segment of healthy young
adults who may not have had devices or access to online content. The questionnaire
was only available in English, and arrangements were not made for the portal where the
questionnaire was hosted to accommodate for individuals needing adapted web viewing.
Lastly, despite our sample size meeting a priori from our power analysis, a larger sample
size may have provided additional power to find additional relationships between ACP
readiness engagement scores and factors examined. Given our sampling method and
sample size, our results are limited and should not be used to generalize findings in
healthy young adults. Future research is needed to explore in greater depth ACP
behaviors in healthy young adults. Although our limited sample size yielded a significant
positive association with individuals that had prior exposure to ACP and their ACP
readiness engagement, there is a need to further understand these mechanisms of prior
exposure and how they affect the individual’s readiness to engage. Further emerging
ACP research in healthy populations is needed to serve as a catalyst in shifting the
established perceptions that ACP is only for aging individuals or those who are
terminally ill.
Conclusion
We showed that overall ACP readiness engagement is low in healthy young
adults, identifying them in a pre-contemplation stage of behavior towards ACP. Overall
demographic and socioeconomic factors explored in the descriptive analysis were
similar with findings in prior ACP literature. One significant factor in health young adults
associated with increased ACP readiness engagement was identified: having had prior
exposure to ACP. Future studies with larger samples and expanded sampling
methodology are needed to extend these findings and support the design and testing of
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interventions specifically designed to support early engagement of healthy young adults
in their ACP.
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Table 1
Demographics for Sample
Variable
Age

N

%

18

8

8.0

19

6

6.0

20

8

8.0

21

12

12.0

22

17

17.0

23

19

19.0

24

21

21.0

25

6

6.0

Missing

3

3.0

100

100

N

%

Female

73

73.0

Male

25

25.0

Other

2

2.0

100

100.0

Total
Gender

Total
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Table 1 (continued)
Demographics for Sample (continued)

Race

N

%

American Indian/Alaska Native

2

2.0

Asian

9

9.0

Black/African American

10

10.0

Hawaiian/Pacific Islander

1

1.0

White

71

71.0

Other

7

7.0

100

100.0

N

%

Hispanic/Latino

31

31.0

Not Hispanic/Non-Latino

69

69.0

100

100

Total

Ethnicity

Total

104

Table 1 (continued)
Demographics for Sample (continued)
Region
Northeast

N

%

Midwest

5

5.0

South

9

9.0

West

75

75.0

Alaska

8

8.0

3

3.0

100

100.00

Total

Marital Status

N

%

Single

63

63.0

Married/Long-term Relationship

37

37.0

100

100.0

N

%

Less than $24,000 / year

64

64.0

$25,000 - $49,999 / year

16

16.0

$50,000 - $84,999 / year

18

18.0

More than $85,000 / year

1

1.0

Missing

1

1.0

100

100.00

Total

Income

Total

105

Table 2
Descriptive Statistics
Variable
Education Completed

N

%

Unable to complete high school/GED

2

2.0

Completed high school/GED

14

14.0

Completed some college

42

42.0

Completed college or higher

42

42.0

Poor

16

16.0

About Average

40

40.0

Pretty well off

32

32.0

It varied

12

12.0

Unable to complete high school/GED

16

16.0

Completed high school/GED

15

15.0

Completed some college

14

14.0

Completed college or higher

55

55.0

Family’s Financial Situation When You were Growing Up

Highest Leve of Education Achieved by Parents

106

Table 2 (continued)
Descriptive Statistics (continued)
Overall personal financial income

N

%

Don’t make enough to make basis expenses

12

12.0

Just enough to mee basic expenses

33

33.0

Meet my needs with a little left over

32

32.0

Enough to live comfortably

22

22.0

Missing

1

1.0

N

%

Poor

3

3.0

Fair

11

11.0

Good

41

41.0

Very Good

33

33.0

Excellent

12

12.0

N

%

Poor

1

1.0

Fair

15

15.0

Good

40

40.0

Very Good

28

28.0

Excellent

16

16.0

Current Health Status

Current Quality of Life

107

Table 2 (continued)
Descriptive Statistics (continued)
Importance of Spirituality

N

%

Extremely Important

21

21.0

Very Important

29

29.0

Somewhat Important

35

35.0

Not Very Important

8

8.0

Not at all Important

6

6.0

Missing

1

1.0

N

%

Yes

16

16.0

No

84

84.0

N

%

Yes

13

13.0

No

87

87.0

N

%

Yes

7

7.0

No

93

93.0

Faced Life Threatening Illness or Accident

Risky or Major Surgery

Medical decision for a loved one who was dying?

108

Table 2 (continued)
Descriptive Statistics (continued)
Know someone who had bad death because too little

N

%

34

34.0

66

66.0

N

%

36

36.0

64

64.0

N

%

Yes

46

46.0

No

54

54.0

medical care?
Yes
No

Experienced death of loved one who made their wishes
about end of life care known?
Yes
No

Have you heard of advance care planning?

109

Table 3
ACP Engagement Readiness Scores: Measures of Central Tendency for Individual
Items
Item

N

Mean

SD

Mode

Median

How confident are you that today you could
ask someone to be your medical decision
maker?

100

3.59

1.31

5

4

How ready are you to formally ask someone to
be your medical decision maker?

98

1.80

1.19

1

1

How ready are you to talk with your DOCTOR
about who you want your medical decision
maker to be?

96

1.48

.94

1

1

How ready are you to SIGN OFFICIAL
PAPERS naming a person or group of people
to make medical decisions for you?

96

1.61

1.06

1

1

How confident are you that today you could
talk with your DECISION MAKER about the
care you would want if you were very sick or
near the end of life?

97

3.37

1.42

5

4

How confident are you that today you could
talk with your DOCTORS about the care you
would want if you were very sick or near the
end of life?

97

3.22

1.35

3

3

How ready are you to talk to your DECISION
MAKER about the kind of medical care you
would want if you were very sick or near the
end of life?

100

2.08

1.35

1

2

How ready are you to talk to your DOCTOR
about the kind of medical care you would want
if you were very sick or near the end of life?

95

1.61

.93

1

1

How ready are you to SIGN OFFICIAL
PAPERS putting your wishes in writing about
the kind of medical care you would want if you
were very sick or near the end of life?

93

1.61

.92

1

1
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Table 4
Group Statistics: Have you ever heard of advance care planning
ACP Total Score

n

M

SD

SEM

Yes

46

2.73

.96

.142

No

54

1.93

.64

.088

Inferential Statistics Test

Item

Levene’s Test

F

Helpfulness

Equal
Variances Not
Assumed

11.932.

Rating

*p < .05

t

4.810

df

76.455

Sig.

.000*
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Table 5
Age by have you ever heard of advance care planning?
Have you ever heard of advance care planning?
Yes

Missing

Frequency

Percent

18

6

13.0

19

2

4.3

20

5

10.9

21

4

8.7

22

6

13.0

23

8

17.4

24

10

21.7

25

4

8.7

Total

45

97.8

System

1

2.2

46

100.0

18

2

3.7

19

4

7.4

20

3

5.6

21

8

14.8

22

11

20.4

23

11

20.4

24

11

20.4

25

2

3.7

Total

52

96.3

System

2

3.7

54

100.0

Total

No

Missing
Total
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Table 6
Gender by have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

Female

36

78.3

Male

8

17.4

Other

2

4.3

Total

46

100.0

Female

37

68.5

Male

17

31.5

Total

54

100.0

113

Table 7
Relationship by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

Single

29

63.0

Married or Long Term
Relationship

17

37.0

Total

46

100.0

Single

34

63.0

Married or Long Term
Relationship

20

37.0

Total

54

100.0
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Table 8
Race by have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

Non-white

11

23.9

White

35

76.1

Total

46

100.0

Non-white

18

33.3

White

36

66.7

Total

54

100.0
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Table 9
Region by have you ever heard of advance care planning?

Have you ever heard of advance care
planning?
Yes

No

Frequen
cy

Percent

Northeast

5

10.9

Midwest

4

8.7

South

32

69.6

West

4

8.7

Alaska / Hawaii /
US Territory

1

2.2

Total

46

100.0

Midwest

5

9.3

South

43

79.6

West

4

7.4

Alaska / Hawaii /
US Territory

2

3.7

Total

54

100.0
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Table 10
Education Level by Have you ever heard of advance care planning?
Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

I completed High School /
GED

8

17.4

I completed some College

16

34.8

I completed College or
higher

22

47.8

Total

46

100.0

I was unable to complete
High School / GED

2

3.7

I completed High School /
GED

6

11.1

I completed some College

26

48.1

I completed College or
higher

20

37.0

Total

54

100.0
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Table 11
Income Levels by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Missing
Total

Frequency

Percent

Less than $24,000 / year

20

43.5

$25,000 - $49,999 / year

10

21.7

$50,000 - $84,999 / year

15

32.6

More than $85,000 /
year

1

2.2

Total

46

100.0

Less than $24,000 / year

44

81.5

$25,000 - $49,999 / year

6

11.1

$50,000 - $84,999 / year

3

5.6

Total

53

98.1

System

1

1.9

54

100.0
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Table 12
Personal Financial Situation by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

Missing

Frequency

Percent

I don’t make enough to
meet basic expenses

1

2.2

I make enough just to meet
basic expenses

9

19.6

I make enough to meet my
needs with a little left over

20

43.5

I make enough to live
comfortably

15

32.6

Total

45

97.8

System

1

2.2

46

100.0

I don’t make enough to
meet basic expenses

11

20.4

I make enough just to meet
basic expenses

24

44.4

I make enough to meet my
needs with a little left over

12

22.2

I make enough to live
comfortably

7

13.0

Total

54

100.0

Total

No
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Table 13
Family Financial Situation by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

Poor

6

13.0

About Average

20

43.5

Pretty well off

16

34.8

It varied

4

8.7

Total

46

100.0

Poor

10

18.5

About Average

20

37.0

Pretty well off

16

29.6

It varied

8

14.8

Total

54

100.0
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Table 14
Parents’ Highest Level of Education by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

Parent was unable to
complete High School /
GED

3

6.5

Parent completed High
School / GED

5

10.9

Parent completed some
College

8

17.4

Parent completed College
or higher

30

65.2

Total

46

100.0

Parent was unable to
complete High School /
GED

13

24.1

Parent completed High
School / GED

10

18.5

Parent completed some
College

6

11.1

Parent completed College
or higher

25

46.3

Total

54

100.0
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Table 15
Current Health Status by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

Poor

1

2.2

Fair

4

8.7

Good

16

34.8

Very Good

16

34.8

Excellent

9

19.6

Total

46

100.0

Poor

2

3.7

Fair

7

13.0

Good

25

46.3

Very Good

17

31.5

Excellent

3

5.6

Total

54

100.0
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Table 16
Quality of Life by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?

Yes

No

Frequency

Percent

Fair

3

6.5

Good

13

28.3

Very Good

17

37.0

Excellent

13

28.3

Total

46

100.0

Poor

1

1.9

Fair

12

22.2

Good

27

50.0

Very Good

11

20.4

Excellent

3

5.6

Total

54

100.0
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Table 17
Spirituality by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

Missing

Frequency

Percent

Extremely important

11

23.9

Very important

12

26.1

Somewhat important

15

32.6

Not very important

5

10.9

Not at all important

2

4.3

Total

45

97.8

System

1

2.2

46

100.0

Extremely important

10

18.5

Very important

17

31.5

Somewhat important

20

37.0

Not very important

3

5.6

Not at all important

4

7.4

Total

54

100.0

Total

No
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Table 18
Faced Life-threatening illness or accident by Have you ever heard of advance care
planning?

Have you ever heard
of advance care planning?
Yes

No

Frequency

Percent

Yes

4

8.7

No

42

91.3

Total

46

100.0

Yes

12

22.2

No

42

77.8

Total

54

100.0
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Table 19
Risky/Major Surgery by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

Yes

8

17.4

No

38

82.6

Total

46

100.0

Yes

5

9.3

No

49

90.7

Total

54

100.0
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Table 20
Decision by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

Yes

3

6.5

No

43

93.5

Total

46

100.0

Yes

4

7.4

No

50

92.6

Total

54

100.0
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Table 21
Bad Death-Too Little Care by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

Yes

9

20

No

36

80

Total

45

100.0

Yes

25

45.5

No

30

54.5

Total

55

100.0
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Table 22
Bad Death-Too Much Care by Have you ever heard of advance care planning?

Have you ever heard of advance care planning?
Yes

No

Frequency

Percent

Yes

9

19.6

No

37

80.4

Total

46

100.0

Yes

6

11.1

No

48

88.9

Total

54

100.0
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Figure 1
Health Belief Model

Note. Health Belief Model figure adapted from Beckner & Maiman (1975).
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Figure 2
Health Belief Model Applied to ACP Engagement in Healthy Young Adults

Note. Health Belief Model using ‘Misalignment of Medical Care Received with Medical Care Expected” as the perceived threat
for the individual.
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Figure 3
ACP Engagement Readiness Score Distribution
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Appendix A
Demographic Data Collection
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Demographic Data Collection
1. Select Age
 [drop down menu with option 18 – 25]
2. Describe your gender identity:
 Male
 Female
 Other
3. Describe your racial identity:
 American Indian / Alaska Native
 Asian
 Black / African American
 Native Hawaiian / Other Pacific Islander
 White
 Other
4. Describe your ethnic identify:
 Hispanic / Latino
 Non-Hispanic / Latino
5. Describe the region of the United States you live in:
 North East
 Midwest
 South
 West
 Alaska / Hawaii / U.S. Territory
6. How would you describe your relationship status?
 Single
 Married or in long term relationship
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Socioeconomic Status / Perceived Socioeconomic Status
7. Describe your current annual household income:
 Less than $24,000
 $25,000 - $49,999
 $50,000 - $84,999
 More than $85,000
Demographic Data Collection (continued)
8. Describe the highest education you have achieved:
 I was unable to complete High School or GED
 I completed High School or GED
 I completed College (Associates, Bachelors)
 I completed Graduate/ Post-Graduate studies (Masters, Doctoral, Professional)
9. How would you describe your childhood’s home financial status:
 Poor
 It varied
 About average
 Pretty well off
10. How would you describe the highest education achieved by either of your parents:
 Parent was unable to complete High School or GED
 Parent completed High School or GED
 Parent completed some college
 Parent completed college or higher

135

11. How would you describe your current financial situation:
 I don’t make enough to meet basic expenses
 I make enough just to meet basic expenses
 I make enough to meet my needs with a little left over
 I make enough to live comfortably
Health Status / Quality of Life
12. How would you describe your current health status:
 Poor
 Fair
 Good
 Very
 Excellent
13. How would you describe your current quality of life:
 Poor
 Fair
 Good
 Very
 Excellent
Demographic Data Collection (continued)
Importance of Spirituality
14. Describe how important is your spirituality for you:
 Not at all important
 No very important
 Somewhat important
 Very important
 Extremely important
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Advance Care Planning Awareness
15. Have you ever heard about advance care planning?
 Yes
 No
Experiences with personal illness and end-of-life care of a loved one
16. Have you faced a life-threatening illness or accident?
 Yes
 No
17. Have you had risky or major surgery?
 Yes
 No
18. Have had to make a medical decision for a loved one who was dying?
 Yes
 No
19. Have you known someone who you believe had a bad death because they received
too much medical care?
 Yes
 No
20. Have you known someone who you believe had a bad death because they received
too little medical care?
 Yes
 No
21. Have you experienced the death of a loved one who made their wishes about endof-life care known?
 Yes

 No
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Appendix B
Advance Care Planning Engagement Survey
(ACPES-9)
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Appendix A
Collaborative Institutional Training Initiative Program Certificates

156

Completion Date 09-Dec-2020
Expiration Date 09-Dec-2023
Record ID
34138337

This is to certify that:

Pablo Vasquez
Has completed the following CITI Program course:

Not valid for renewal of certification
through CME.

Human Research
(Curriculum Group)

Group 1 Biomedical Researcher and Key Personnel
(Course Learner Group)

2 - Refresher Course
(Stage)

Under requirements set by:
University of Texas Health Science Center at Houston

Verify at www.citiprogram.org/verify/?w56a4b979-a9c9-4a38-b369-1dbc1d042152-34138337
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Completion Date 09-Dec-2020
Expiration Date 09-Dec-2023
Record ID
39951101

This is to certify that:

Pablo Vasquez
Has completed the following CITI Program course:

Not valid for renewal of certification
through CME.

Human Research
(Curriculum Group)

Group 2 Social and Behavioral Researchers and Key Personnel
(Course Learner Group)

1 - Basic Course
(Stage)

Under requirements set by:
University of Texas Health Science Center at Houston

Verify at www.citiprogram.org/verify/?wcc6b5dab-df9e-4365-8ad2-3dace6d033d0-39951101
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Completion Date 09-Dec-2020
Expiration Date 09-Dec-2023
Record ID
39951102

This is to certify that:

Pablo Vasquez
Has completed the following CITI Program course:

Not valid for renewal of certification
through CME.

Human Research
(Curriculum Group)

IRB Reference Resource
(Course Learner Group)

1 - Basic Course
(Stage)

Under requirements set by:
University of Texas Health Science Center at Houston

Verify at www.citiprogram.org/verify/?wa19de814-7e5b-422f-901d-3e8c5e7ccad7-39951102
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Pablo J. Vasquez
CELL: (346) 337-7806

PhD(c), MBA, RN, NEA-BC

nursepjv@gmail.com

Professional Summary
•

Experienced Nurse Leader with over 18 years of nursing practice experience with 14 years
of progressive nursing leadership positions in academically affiliated hospital systems.

•

Passionate about professional nursing practice and the power of nursing to influence quality, safety
and health policy in the ever-evolving US health care system.

•

Expert ability to lead through relationship building. High level of emotional intelligence which allows for
thorough insight and ability to adjust leadership style to fit team serviced. Strong communicator with
occasional attempts at humor.

Core Qualifications
-Hospital Operations Logistics

-Evidenced Based Practice

-Engaging Public Speaker

-Nursing Leadership

-Finance & Budgeting

-Expert in Customer Service Excellence

-Accreditation Preparedness

-Leader Development

-HICS/Emergency Management

-Project Management

-EPIC Super User

-Languages (English/Spanish/ASL)

Experience
HOUSTON METHODIST HOSPITAL
Houston Methodist Continuing Care Hospital

Houston, TX
03/2020 - Present

Director Highly Infectious Disease Unit / Special Projects
•

Selected by system senior leadership to lead temporary ongoing operations for COVID dedicated
beds.

•

Expanded system COVID capacity by 44 high acuity beds over 6 weeks.

•

Directed staff sourcing, onboarding, training, medical staff relations and all unit operation process
workflows admitting first patient within 10 days from role appointment.

•

Lead volunteer-based staff off approximately 100 FTEs

•

Submitted proposal and business plan to system leadership for transition of department’s temporary
operations to permanent operations, which was approved and successfully executed to support
system’s long-term strategy for COVID pandemic response.

•

Successfully opened, staffed and developed operational plans for COVID monoclonal infusion clinic.

Houston Methodist The Woodlands Hospital
Operations Administrator

08/2019 –03/2020

•

Stabilized night shift hospital operations through leadership presence, evaluation of performance
and accountability of unit or department operations.

•

Led shift operations logistics including patient flow, bed management and staffing allocation reducing
bed request to bed filled by 40% of baseline time.

•

Managed after hours medical staff operations between on-call services and in-house providers.

•

Reduced night shift Code Blue and Rapid Response calls by 42% by redesigning role of hospitalbased nurse practitioners and expanding the use of early warning clinical deterioration system
(Rotham).
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Houston Methodist The Woodlands Hospital
Associate Chief Nursing Officer

09/2017 – 07/2019

•

Led planning and coordination of nursing operations for the opening of the new system campus.

•

300+ FTEs; direct reports 4 Directors.

•

Direct Report Departments: M/S (60 beds), ICU (16 beds), ED (140 visits/day), Education, Informatics,
Operations Administrators.

•

Assisted in operational strategic plan, developed nursing practice processes.

•

Designed internal quality processes and procedures to align unit’s performance outcomes with publicly
reported data. summer 2017.

•

Coordinated launch of physician Hospitalist program through the Houston Methodist Specialty
Physician group and supported group administration (schedules, performance metrics, and business
development).

•

Executive sponsor of stroke committee, which achieved primary stroke designation within six months
of opening and coordinated planning and strategy for comprehensive stroke designation.

•

Created culture of nursing excellence with over 24% staff RNs certified in specialty within 24 months
of opening.

•

Successfully lead department of nursing in achieving Pathway to Excellence designation, receiving
ANCC commendation for being the fastest hospital to achieve designation as a new facility.

CHI ST. LUKE’S HEALTH, THE WOODLANDS HOSPITAL
Director, Critical Care Services

The Woodlands, TX
01/2013 – 09/2017

Operations administrator for ICU, ED and Hospital Throughput; 130+ FTEs.
ICU: 30 bed multi service critical care unit. Multi service provider including CV surgery, neuro surgery and
complex high acuity medical cases including IABP, Impella heart assist and hypothermia therapy. Direct
reports include nurse manager, four-unit supervisors and 80+ FTEs.
ED: 38,000 annual ED visits. DNV designated comprehensive stroke center. Team included four -unit
supervisors and 65+ FTEs.
ENCOMPASS HEALTH REHABILITATION HOSPITAL VISON PARK,
Chief Nursing Officer

Shenandoah, TX
02/2012 – 01/2013

Senior nursing administrator responsible for operations of Nursing, Pharmacy, Respiratory Therapy and
Food & Nutrition Services. Managed fiscal productivity as well as quality and patient satisfaction of
services and compliance readiness. 60 bed inpatient rehabilitation hospital with approximately 100+ FTE
direct reports.
HOUSTON METHODIST HOSPITAL
Director of Nursing

Houston, TX
12/2008 -02/2012

Operations administrator over 60 inpatient telemetry ready surgical beds primarily dedicated to orthopedic
services with multi service overflow capacity. Average of 90+ FTE direct reports with two nurse managers.
ST. JOHN MEDICAL CENTER
Nurse Manager

Tulsa, OK
06/2008 – 12/2008

Clinical supervisor and operations administrator of 33 bed orthopedic & neurosurgery unit with 56 FTE
direct reports.
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Experience (continued)
HOUSTON METHODIST HOSPITAL
Nurse Manager Jones 11

Houston, TX
04/2006 – 05/2008

Clinical supervisor and operations administrator of 26 bed teaching general medicine unit with 42 FTE
direct reports.

AMERICAN TRAVELER
University Medical Center, Contract CV-ICU Staff Nurse

HOUSTON METHODIST HOSPITAL
Clinical Colleague (Staff Nurse) - DeBakey Heart Center – CV-ICU

Tucson, AZ
05/2005 - 08/2005

Houston, TX
11/2002 - 03/2006*

Staff Nurse, 40 bed high acuity CV surgery referral center including heart/lung transplantation and CV
assist devices. (*Three-month gap during travel nurse assignment with American Traveler)

Experience - Faculty
UNIVERSITY OF ST. THOMAS
Adjunct Faculty

Houston, TX

HOUSON BAPTIST UNIVERISTY
Adjunct Faculty

Houston, TX

Education
University of Texas Health Science Center at Houston, Houston, Texas
School of Nursing, PhD –Expected Graduation December 2022
Dissertation: Advance Care Planning Readiness Engagement in Healthy Young Adults
University of St. Thomas, Houston, Texas
MBA Healthcare Administration

Houston Baptist University, Houston, Texas
Bachelor of Science in Nursing, Cum Laude

Center for Domestic Preparedness/FEMA, Anniston, Alabama
Healthcare Leadership for Mass Casualty Incidents

Licensure & Certifications
Registered Nurse- Texas Board of Nursing (Active, Exp. 12/2019)
Nurse Executive Advanced, Board Certified- American Nurses Credentialing Center (Active, Exp.
11/2025)
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Military Service
UNITED STATES NAVY INDIVIDUAL READY RESERVES
Lieutenant (O-3)
Medical Service Corps – Health Care Administrator
•

11/2015 – 11/2019

Inactive service member. No drill or annual training requirements needed for this status.

UNITED STATES NAVY RESERVES
Lieutenant (O-3)
Medical Service Corps – Health Care Administrator

12/2011 – 11/2015

Unit: EMF Dallas One – Det J (Operates at Houston’s Ellington Field - Navy Operational Support Center)
• Provide leadership in various capacities including enlisted sailor medical readiness and training
readiness.
• War theater operations duties include management of expeditionary medical facility set up (mobile
casualty surgical hospital) and patient administration (patient disposition, coordination of air
evacuations).

Professional Organizations
AMERICAN ASSOCIATION OF CRITICAL CARE NURSES
National Member
AMERICAN NURSES ASSOCIATION
National Member
TEXAS NURSES ASSOCIATION
Member District 9

Honors
First Place Award –Annual Poster Research Presentation - Predictors of Early Death after Spinal
Cord Injury; UT Health Science Center, Cizik School of Nursing
Good Samaritan Foundation – Bronze Medalist - Excellence in Nursing Leadership, 2013
Texas Nurses Association – Emerging Leader Program, 2010. Selected as one of ten nurses across
Texas to participate in the Emerging Leader program developed by TNA to mentor novice nurse leaders
who had demonstrated leadership in and beyond the nominee’s place of employment, for service to their
community and being a compassionate leader.
U.S. Army Performance Commendation – by US Army Colonel Franz 945th Forward Surgical Team,
2012 Commendation given for outstanding performance in battlefield operations during war exercise at Ft.
Hunter Liggett June 2012.
Houston Methodist System Quality Award – For successful quality outcomes of COVID unit during
pandemic operations.

Presentations
HMTW Nursing Orientation – Houston Methodist The Woodlands Hospital, The Woodlands, TX
Present new clinical staff onboarding to hospital history of nursing practice in TX, review of the TX Nurse
Practice Act, Delegation Rules, Peer Review and Safe Harbor. Presentations are done every other week.
Utilizing Leadership Rounding to Improve Patient Satisfaction and Employee Engagement – CNO
Summit; Las Vegas, NV; 2018
Resiliency in Nursing – CNO Summit, Las Vegas, NV; 2018
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Presentations
Effective Transition to Nursing Practice – Sam Houston State University, School of Nursing, The Woodlands,
TX; 2018
Engagement in Professional Nursing Organizations – Lone Star Montgomery Community College, Nursing
Student Association, The Woodlands, TX; 2018
Care of the Older Adult, CE Event – Houston Methodist The Woodlands Hospital, The Woodlands, TX; 2018
Healthy Nurse Healthy Nation: How are we doing as a profession? CE Event – Huston Methodist The
Woodlands Hospital, The Woodlands, TX, 2017

Additional Professional Accomplishments
•

Redesigned ED patient flow and throughput by using historical patient data, producing a decreased
median ED door to room times by 50% (CHI St. Luke’s The Woodlands).

•

Increased and sustained staff engagement scores above baseline over a 4 year period (Houston
Methodist).

•

Increased and sustained ED patient satisfaction scores and consistently maintained highest percentile
rank within CHI national network in ED patient satisfaction (CHI St. Luke’s The Woodlands).

•

Implemented and monitored sustainment of infection control best practices, reducing ICU hospital
acquired infection to zero since implementation (Houston Methodist The Woodlands Hospital).

•

Participated as key agent for culture shift involving accountability of work performance and service
which resulted in improved scores in quality metrics and patient satisfaction by 65% from historic
baseline (St. John’s, Tulsa).

•

Successfully coordinated new opening of 26 bed general medicine telemetry ready unit including
hiring, training and team development (Houston Methodist Hospital).

•

Achieved highest physician satisfaction for units under my direction compared to all other units
reporting in the service line by building and partnering with physicians to ensure nursing care services
were meeting MD staff needs (Houston Methodist The Woodlands).

•

Maintained RN turnover below service line targets and maintained high staff satisfaction scores
achieving Tier I as measured by Moorhead Staff Satisfaction assessments (Houston
Methodist).

•

Increased compliance to 100% of orthopedic surgery service line SCIP measure by working with
interdisciplinary team developing and implementing processes to ensure overall SCIP recommended
guidelines compliance (Houston Methodist Hospital).

•

Reduced overtime costs by over 12% by monitoring and reducing incremental overtime and
implementing staffing adjustments based on historic weekly census fluctuations reaching consistent
nursing productivity below budgeted levels (CHI St. Luke’s The Woodlands).

•

Successfully managed work force reductions during mid-year labor budget readjustments
(Houston Methodist Hospital).

•

Decreased overall LOS by 0.8 days over 6-month period by leading workgroup tasked with
assessing barriers and developing improvements for patient throughput (Houston Methodist The
Woodlands).

•

Reversed low nurse sensitive quality indicators scores through nursing shard governance resulting in a
decrease of patient falls below national average for inpatient rehabilitation and increased pain
management satisfaction (Encompass Rehabilitation).

